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BRIDGING	  BIRTH	  	  
THE	  BIRTH	  SISTERS	  AS	  AN	  ADAPTATION	  TO	  HOSPITAL	  BIRTH	  
KIRSTEN	  ELIZABETH	  RESNICK	  ABSTRACT	  	   	  This	  study	  was	  designed	  to	  explore	  the	  mediated	  experience	  of	  supported	  birth	  in	  a	  hospital	  setting	  by	  examining	  the	  role	  of	  the	  Birth	  Sisters,	  with	  a	  focus	  on	  how	  the	  individual	  Birth	  Sisters	  perceived	  the	  impact	  of	  their	  role.	  	  The	  goal	  of	  my	  research	  is	  to	  understand	  the	  ways	  in	  which	  having	  a	  Birth	  Sister	  assist	  women	  in	  emerging	  from	  birth	  empowered	  and	  achieving	  better	  psychosocial	  and	  medical	  outcomes.	  	  I	  hope	  to	  contribute	  to	  the	  growing	  research	  on	  the	  role	  of	  doula	  support	  by	  providing	  a	  focused	  examination	  of	  the	  lived	  experiences	  of	  the	  women	  providing	  this	  support	  as	  part	  of	  a	  hospital	  setting.	  	  As	  such,	  this	  study	  examines	  the	  ways	  in	  which	  Birth	  Sisters	  act	  as	  a	  mitigating	  force	  to	  bridge	  the	  biocultural,	  cultural	  and	  structural	  aspects	  that	  emerge	  in	  a	  U.S.	  hospital	  birth.	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Preface	  I	  walk	  out	  into	  the	  early	  morning	  hours,	  the	  cool	  dampness	  of	  spring	  revitalizing	  my	  exhausted	  body.	  	  Despite	  my	  physical	  fatigue,	  my	  thoughts	  are	  rushing	  and	  I	  experience	  a	  sense	  of	  awakening.	  	  I	  just	  completed	  my	  first	  birth	  as	  a	  Birth	  Sister.	  	  	  The	  journey	  to	  this	  moment	  of	  awakening	  began	  two	  decades	  ago	  with	  the	  birth	  of	  my	  oldest	  son.	  When	  I	  learned	  I	  was	  pregnant,	  I	  briefly	  thought	  about	  a	  homebirth	  but	  my	  husband	  was	  very	  opposed	  to	  the	  idea	  and	  I	  was	  not	  committed	  enough	  to	  fight	  for	  that	  plan.	  Instead	  I	  planned	  a	  Lamaze	  birth	  in	  a	  hospital	  setting	  and	  hired	  a	  labor	  coach.	  I	  gave	  birth	  three	  more	  times	  in	  a	  hospital,	  each	  time	  accompanied	  by	  medical	  interventions.	  	  At	  the	  time	  I	  did	  not	  fully	  appreciate	  the	  impact	  of	  these	  interventions.	  	  	  Friends	  and	  family	  argued	  a	  safe	  and	  healthy	  baby	  was	  all	  that	  mattered.	  	  I	  agree	  on	  a	  basic	  level	  that	  a	  healthy	  baby	  and	  mother	  are	  priorities;	  however,	  in	  healthcare	  settings	  like	  those	  in	  the	  United	  States,	  we	  take	  for	  granted	  that	  medicalized	  childbirth	  is	  the	  only	  way	  to	  attain	  those	  goals.	  	  	  	  There	  are	  circumstances	  requiring	  medical	  intervention	  and	  C-­‐sections	  to	  save	  mother	  and	  infant.	  	  Early	  in	  the	  pregnancy	  of	  my	  fourth	  child,	  I	  was	  diagnosed	  with	  placenta	  previa,	  a	  complication	  that	  can	  lead	  to	  hemorrhage	  and	  requires	  a	  C-­‐section.	  	  	  I	  was	  assured	  by	  physicians	  of	  the	  strong	  likelihood	  that	  it	  would	  resolve	  itself	  and	  pose	  no	  threat	  to	  myself	  or	  to	  the	  baby.	  	  My	  obstetrician	  advised	  me	  to	  ‘take	  it	  easy’	  —not	  an	  overly	  useful	  piece	  of	  advice	  for	  an	  active	  mother	  with	  three	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sons	  under	  five	  years.	  	  The	  doctors	  monitored	  my	  condition	  with	  ultrasound.	  	  The	  condition	  did	  not	  resolve,	  and	  by	  my	  fifth	  month,	  I	  was	  put	  on	  bed	  rest.	  	  At	  twenty-­‐seven	  weeks,	  I	  began	  hemorrhaging	  and	  was	  hospitalized	  for	  the	  duration	  of	  my	  pregnancy.	  	  Time	  took	  on	  a	  dimension	  of	  its	  own	  in	  the	  hospital	  as	  I	  tried	  to	  patiently	  focus	  on	  delivering	  a	  healthy	  baby	  rather	  than	  the	  risks	  to	  the	  baby	  or	  to	  myself.	  	  	  My	  room	  was	  near	  the	  med	  flight	  helipad.	  	  The	  lights	  and	  chopping	  sounds	  of	  the	  trauma	  helicopters	  frequently	  broke	  the	  restless	  silence	  of	  my	  sleep	  during	  those	  weeks.	  	  I	  was	  reminded	  of	  my	  own	  mortality	  and	  the	  commonality	  of	  the	  life	  and	  death	  experiences	  occurring	  daily.	  	  I	  was	  thankful	  for	  the	  advances	  of	  modern	  medicine	  that	  had	  thus	  far	  preserved	  my	  pregnancy,	  and	  that	  stood	  ready	  to	  preserve	  my	  life	  if	  need	  be,	  but	  I	  also	  became	  acutely	  aware	  of	  the	  limits	  of	  our	  knowledge	  and	  the	  unknown	  possibilities	  that	  could	  forever	  alter	  our	  lives	  in	  an	  instant.	  	  In	  addition	  to	  the	  landing	  helicopters	  carrying	  critically	  ill	  and	  wounded	  patients,	  my	  nights	  were	  also	  filled	  with	  scenes	  of	  scared	  mothers	  being	  wheeled	  away	  to	  deliver	  babies	  who	  were	  arriving	  into	  this	  world	  much	  too	  early.	  	  I	  remember	  the	  look	  of	  terror,	  anguish	  and	  confusion	  on	  the	  face	  of	  a	  young	  mother	  who	  did	  not	  speak	  English	  well	  and	  was	  about	  to	  give	  birth	  at	  twenty-­‐six	  weeks,	  and	  the	  doctor	  who	  gently	  touched	  her	  shoulder	  while	  trying	  to	  explain	  what	  was	  happening.	  I	  turned	  away	  from	  the	  woman’s	  knowing	  glance	  with	  a	  feeling	  of	  guilty	  luck	  that	  I	  had	  made	  it	  through	  another	  day,	  yet	  knowing	  that	  tomorrow	  I	  could	  be	  facing	  the	  same	  terror	  and	  confusion-­‐either	  hemorrhaging	  or	  delivering	  too	  early.	  	  I	  delivered	  my	  son	  prematurely	  but	  he	  was	  healthy.	  I	  am	  grateful	  for	  the	  technology	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that	  was	  available	  to	  us.	  	  However,	  as	  the	  years	  passed,	  and	  I	  processed	  my	  four	  very	  different	  births,	  I	  questioned	  the	  necessity	  of	  all	  of	  the	  medical	  interventions	  that	  I	  and	  many	  women	  who	  give	  birth	  in	  U.S.	  hospitals	  face.	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Chapter One 
Introduction 
A lot of time we reduce the C-section, the epidural and it gives them a lot of hope, 
benefits breastfeeding, it encourages them to keep appointments.  They look at us like we 
are there to advocate, to push them, sort of, I shouldn’t use that word but little 
guidance.  Like a little angel on the side that always there for them to keep them on their 
toes, um not to forget about them, that we are caring, loving, compassion and that they 
are not forgotten, that they are not only dealing with the provider but that they have like 
a little friend on the side that is just there for us to protect them and guide them in the 
right way.  To give them the outcomes of birth that they wish.  To have a nice beautiful 
birth so they can look for bonding with the baby.  Just to be there for them you know.  I 
think it is a wonderful program.  It should be there forever.  ~Lena (Interview 6/23/15) 
 
Personal Birth Experience 
This research began over twenty years ago.  Studying Russian women’s history in 
graduate school in 1991, I completed research on Lamaze childbirth practices.  While 
conducting this research I became pregnant and gave birth to my oldest son in 1992.  I 
hired a professional labor coach and completed Lamaze training—being my own research 
subject.  R., my labor coach met with my husband and I prenatally, provided childbirth 
education instruction and then attended our birth.  She stayed with me throughout my 
two-day induction and twenty-three hour labor.  I cannot remember exactly what she did 
during those days; all I remember is that she was there.  I know now that she protected 
the space for me.  Although I did not have a non-medicated birth as I planned, R. made 
sure I understood the procedures as they occurred and helped me make decisions that felt 
right at the time.  When my son was born after nearly three hours of pushing, two days 
after my induction began, R. ensured he was placed directly in my arms protecting those 
first moments of skin to skin bonding.  It was R. who first showed me how to breastfeed 
	  	   2 
and positively reinforced my experience of my labor.  She visited with me during the 
postpartum period and explained the interventions and how they can change the 
experience.  Like my pregnancy, the postpartum period was uncomplicated.  I breastfed 
with ease and I returned to my life as a graduate student and new mother.  Although I did 
not fully understand the feeling at the time, something about my experience did not feel 
quite right.  When I told my birth story, I found myself feeling a need to justify how I 
ended up with a medicated birth.   
When I became pregnant with my second son, I recommitted to a birth without 
medication and we booked R. to attend this birth with us.  Again, I faced induction as I 
passed my due date.  And like my first birth, faced the ‘cascade of interventions’1.  R. 
was with me throughout the birth to explain the procedures, support me, and help me to 
process the decisions about interventions.  Because of our relationship, she knew how 
important it was to me to avoid these interventions.  My third son was born just nineteen-  
months after my second and again I faced induction and interventions and again we 
brought R. with us.  I did not experience spontaneous labor and delivery without 
medication that I so much wanted but I was lucky enough to have R. She protected the 
birth space and to the extent possible in a clinical setting, kept the pace of my births on 
my time. I know she was limited as an outsider in a hospital setting.  R. slowed the pace 
of the interventions—she repeatedly brought me back to the present moment.  By 
focusing me on how I was feeling, she gave me the space to build the narrative of the 
birth experience and process the feelings.  Her support and this space kept me from 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  1	  Many interventions can lead to “co-interventions to monitor, prevent or treat adverse 
effects, in a “cascade of interventions”. Continuous, one- to-one support has the potential  
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succumbing to the pace of clinic time which pushed for the interventions sooner and 
faster which would have left me feeling out of control. Although each of these births 
were medicalized, I am positive that having R. with me prevented unnecessary C-
sections.   In the years that followed these births, this space and this narrative are what 
made the difference for me in feeling like I had some control over my body and my 
births.   
Shortly after the birth of my third son, R. became pregnant.   As a single mother, 
she was alone and asked me to act as her support person.  This was my first experience as 
a doula.  It was miraculous.  Although I had given birth three times, I was humbled by the 
experience of accompanying someone else on this journey.  Unlike my birth experiences, 
R. went into spontaneous labor and as a midwife seemed to have an innate trust in her 
body.  She moved from bed to shower to squatting.  I held her hand, stood steady so she 
could lean on me during contractions, gave her back massages and ultimately escorted 
her through the liminal space on the borderland of motherhood as she welcomed her son 
into her arms.   
 
Doula Work and Boston Medical Center 
Fifteen years after my first experience of attending a birth, I completed a doula 
training with DONA International (Doulas of North America).  Doulas are trained birth 
support professionals who offer continuous emotional and physical support to women 
during labor and birth (DONA International 2012).  Doulas offer non-medical support to 
women and as such, their focus is patient-centered.  I began to think about my births with 
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my sons as a result of this training.  I reflected on how these experiences impacted me as 
a mother and a woman.  The birth environment was highly medicalized and I experienced 
medical interventions including inductions and epidurals.  In the years since the births of 
my sons, I realized that the birth experience is complex and has the potential to leave 
women feeling both vulnerable and empowered.  Based on these personal experiences 
giving birth and attending R’s birth, I developed a critical appreciation of the challenges 
providers and birthing women face amid the structural constraints of the hospital and 
health system. 
After completing my doula training, I looked for opportunities to volunteer my 
doula services to young mothers or mothers who otherwise did not have support.  I was 
already volunteering at Boston Medical Center (BMC) and learned that they had a 
program that provided ‘Birth Sisters’ to women who come from lower socioeconomic 
status (SES).  The women who work as part of this program are called Birth Sisters.  
They provide support in most cases to women from the same community or 
neighborhood and they often share a common language.  I applied to the program and 
after a long process of interviews and persistence was finally offered a position.  I 
completed an additional Birth Sister training provided by BMC and began my 
‘apprenticeship’ as a Birth Sister. 
Working as a Birth Sister, I noticed a difference in the birth experience of our 
clients from what I expected in a medicalized environment.  Labor seemed unnecessarily 
complicated and chaotic to me, yet in the moments after their babies were born, women 
would look at me with immense gratitude and often would squeeze my hand in a gesture 
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of appreciation, invite me to be in a family photo, ask me hold their new baby or refer to 
me as ‘part of the family now’.  I visit my clients during the postpartum period, and they 
often exhibit an increase in self-efficacy and empowerment. For some women this is a 
commitment to breastfeed that they did not have before birth, for others it is a willingness 
to express their needs and advocate for themselves. I have met these women prenatally 
and am surprised by this change.  What changed during their prenatal and postnatal 
experiences? Was it related to the support I provided during labor and delivery or during 
our prenatal visits?  Even when these women experience medical interventions including 
induction, and epidural or C-section they often seem to emerge with increased personal 
confidence. Two of my first clients were women who had achieved vaginal birth after C-
sections (VBAC).  Both women expressed significant anxiety before their births.  Even 
though they both received an epidural during labor, they both emerged from the 
experience feeling like they had ‘succeeded’ at birth.  Both breastfed and both told me 
that they felt so much stronger emotionally after their VBAC birth than after their C-
section (Field notes). 
 
Hospital Based Companions  
The literature over the past twenty years indicates that labor support during birth 
improves maternal and fetal outcomes including a reduction in C-section rates (Hodnett 
2013; Klaus and Kennell 1997; Campbell et al. 2006;  Rossignol et al. 2014; Mottl-
Santiago et al 2008). Most of the early research was done with private doulas who work 
independently and studied from the patient point of view.  The Birth Sisters are hospital-
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based doulas, trained to provide continuous labor to women who are predominately low-
SES.  A Birth Sister provides prenatal and postpartum home visiting care as well as 
continuous labor support.  They receive training at the hospital in non-medical labor 
support when they are hired. Birth Sisters also receive continuing childbirth education 
and attend monthly meetings where specific topics can be addressed as they arise. The 
overall program objectives include “increasing breastfeeding rates, decreasing rates of 
unnecessary intrapartum interventions, decreasing maternal isolation, improving 
satisfaction with care, and increasing utilization of needed health care and social 
services” (Mottl-Santiago 2007:373).  Different from traditional doula programs, Birth 
Sisters predominately serve other women from their own community, and they are paid 
as per diem hospital employees. As such, they work closely with the providers and within 
the institution.  By learning how the institution works, they can facilitate navigation of 
their client’s interactions with the ‘system’.  
This study was designed to explore the mediated experience of supported birth in 
a hospital setting by examining the role of the Birth Sisters, with a focus on how the 
individual Birth Sisters perceived the impact of their role. Two previous studies 
examined birth and breastfeeding outcomes with the Birth Sister program and found 
positive impact on outcomes among patients who had a Birth Sister.  Julie Mottl-Santiago 
et al found a stronger intent to initiate and early initiation in breastfeeding among patients 
of all providers (2007:373).  Additionally, these researchers found lower C-section rates 
among patients who had a combination of a Birth Sister and midwife (Mottl-Santiago 
2007:373).  Another study also at BMC found among Latina women, the Birth Sister 
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support was “strongly positive for increasing both exclusive and almost-exclusive 
breastfeeding” (Newton et al. 2009:32).  Being uniquely positioned to witness the lived 
experiences of pregnant and laboring women as they navigate care within the institutional 
setting of the hospital, Birth Sisters can provide the bridge between patient lives and 
provider expectations.  Lena describes the Birth Sisters as an ‘advocate’, ‘a little angel’, 
‘a little friend’ … ‘to protect’ the laboring woman and her birth process.  The stories that 
follow highlight the many ways Birth Sisters fulfill these multiple roles. The relationships 
they develop and the narratives they create with their clients are a key element to the 
positive outcomes their clients experience.   
 
Study Objectives 
The goal of my research is to understand the ways in which having a Birth Sister  
assists women in emerging from birth empowered and achieving better psychosocial and 
medical outcomes.  Psychosocial factors include “family tensions, financial difficulties, 
work problem and personal anxieties” (Kleinman and Benson 2006:1675).  Medical 
outcomes include reduced risk of C-section and increased breastfeeding rates.  Current 
research on the microbiome indicates long-term health risks for the infant resulting from 
C-section birth and lack of breastfeeding (Almgren et al 2014; Azad et al 2013; Blaser 
2006; Decker et al 2011; Dietert 2013; Dietert and Dietert 2012; Dominguez-Bello et al 
2010; Huang et al 2014).  I hope to contribute to the growing research on the role of 
doula support by providing a focused examination of the lived experiences of the women 
providing this support as part of a hospital setting.  As such, this study examines the ways 
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in which Birth Sisters act as a mitigating force to bridge the biocultural, cultural and 
structural aspects that emerge in a U.S. hospital birth.    
The experience of women who have a Birth Sister at BMC, told through the 
voices of the Birth Sisters and providers, highlights the ways in which this program 
contributes to positive outcomes including increased breastfeeding initiation, lower C-
section, increased sense of empowerment and self-efficacy, for the population it serves.  
Medical Anthropology is particularly suited to tell this story because its methods have 
“long appreciated the clinical encounter as a rich source of data and a key site for critical 
inquiry” (Sufrin 2015:614).   
Much of the current literature on the positive outcomes of doula support comes 
from public health or nursing studies.  These studies are important for the outcomes they 
measure.  However, these studies often miss the meaning of this support to the women 
the Birth Sister as the outcomes they measure primarily focus on biometric or 
quantitative results.  These outcomes measure what happens clinically but do not measure 
emotional outcomes that can impact how women embark on motherhood.  Telling the 
story of the interaction of the Birth Sister and her client facilitates an understanding of 
why the maternal and fetal outcomes can be positive in this population when women have 
this support.  The narratives they tell highlight moments that Lena describes in the 
opening quote to this chapter.  Birth Sisters act as ‘angels’ to empower women to have 
the birth they desire.   
Ingela Lundgren completed similar work in Sweden focusing on the relationship 
between midwives and laboring women.  She utilized phenomenological methods to 
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describe “midwives’ experience of the encounter with the woman and pain during 
childbirth” (Lundgren 2002:156).  Lundgren highlights methods presented by Giorgi—
“analysis based on the subjects’ concrete and experiential descriptions of the 
phenomenon and a descriptive analysis of the data, in other word, no interpretation is 
made” (2002:156).  Like Lundgren, my data collection was driven by an exploration of 
the phenomena of continuous labor support by the Birth Sisters told in their words.  
Desjarlais and Throop argue phenomenology allows a focus on the “attention to the 
indeterminate and ambiguous character of everyday life; and a priority given to the 
embodied, intersubjective, temporally informed engagements in the world” (2011:92), at 
the same time recognizing the “need to attend to the many, and often highly charged, 
political, social, and discursive forces that contribute to life in particular settings” (93).  
Building on Giorgi, Lundgren, Desjarlais and Throop, I use a phenomenological 
approach that allowed me to explore how Birth Sisters experience their work as a bridge 
between their clients and BMC and further, to understand how they make a difference in 
the birth experience and life of their clients. Why does the presence of a trusted 
companion lead to better maternal outcomes for the women we serve? 
Drawing on my own birth experience and my work as a Birth Sister, I wondered 
why birth in a hospital setting is difficult?  Is it something particular to this setting?  Birth 
Sisters and providers specifically talked about biological aspects of labor including the 
use of movement and position change.  They also highlighted cultural and structural 
factors including language difficulties and recent immigration experiences that may 
complicate the understanding of a U.S. hospital birth setting.  Additionally, they 
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identified housing issues as well as medically and socially high-risk patients.  
Vulnerable communities2 including women from lower-SES, African American 
women, and recent immigrants face the worst birth outcomes in Boston (Lu et al 2010; 
David and Collins 1997). There is evidence that support during pregnancy leads to better 
outcomes for these vulnerable populations.  Studies on doula projects working with 
specific at risk groups including teens, culturally diverse women, recent immigrants, and 
incarcerated women show that women with doula support have better outcomes (Everson 
2015; Shlafer et al. 2014; Kang 2014; Maher 2012).  Research indicates that women who 
have continuous trained labor3 support potentially have “lower C-section rates, fewer 
obstetric interventions, fewer complications, less pain medication, shorter labor hours, 
higher infant APGAR scores, and also shows potential for reducing racial-ethnic and 
socioeconomic disparities, higher breastfeeding initiation, lower rates of preterm birth 
and decreased rates of low birthweight” (Kozhimannil 2016:2).  Providing support to this 
‘high risk’ population is important given the current state of U.S. maternal/fetal 
outcomes. 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  2	  I	  use	  ‘vulnerable’	  and	  ‘at	  risk’	  throughout	  this	  study	  because	  it	  is	  how	  these	  groups	  of	  women	  are	  referred	  to	  in	  much	  of	  the	  literature	  on	  birth	  outcomes	  as	  well	  as	  how	  the	  Birth	  Sisters	  program	  and	  BMC	  refer	  to	  these	  women.	  Khiara	  Bridges	  problematizes	  the	  way	  ‘risk’	  has	  been	  operationalized	  to	  describe	  particular	  groups	  of	  the	  population	  and	  the	  “dialectical	  process	  of	  race	  formation	  as	  it	  occurs	  during	  women’s	  pregnancies”	  (2011:11).	  	  Further,	  the	  structure	  of	  the	  U.S.	  healthcare	  system,	  assures	  that	  particular	  populations	  necessarily	  become	  ‘at	  risk’	  because	  they	  sit	  outside	  of	  the	  privatized	  system	  and	  become	  categorized	  as	  ‘deserving’	  of	  services	  (Bridges	  2011:13).	  	  Most	  of	  the	  women	  Birth	  Sisters	  serve	  receive	  public	  insurance.	  3	  I	  use	  trained	  labor	  support	  as	  synonymous	  with	  doula	  support.	  	  Doulas	  are	  one	  name	  for	  this	  type	  of	  support.	  	  Various	  programs	  refer	  to	  this	  type	  of	  labor	  support	  more	  broadly	  as	  ‘trained	  labor	  support’	  or	  ‘labor	  support’.	  	  Regardless	  of	  designation,	  they	  are	  providing	  non-­‐medical	  labor	  support.	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Maternal Mortality rates have improved in most developed countries in the past 
twenty years.  The United States, however, is among only eight countries in the world, 
including Afghanistan and South Sudan, to have a rise in maternal mortality between 
2003-2013 (Economist 2015).  The United States has the highest C-section rate among 
developed nations.  As mentioned above, there is growing evidence that C-sections are 
related to long-term health issues including microbiome related health issues.  By not 
having a vaginal birth, the microbiome does not seed properly which leads to increased 
risk of asthma, diabetes and obesity (Dominguez-Bello 2010; Benezra et al 2012; 
Microbirth 2014).  These studies all concur that women face increasing rates of morbidity 
and mortality from pregnancy and childbirth creating an urgency in exploring why this 
risk exists in hospital birth in the US and how to change the outcome.    
 
Outcomes 
In order to explore answers to these questions, I conducted ethnographic and 
autoethnographic fieldwork as well as semi-structured interviews with other Birth Sisters 
and providers at BMC. Interviews took place at the location of the Birth Sister’s or 
provider’s choosing.  I met with nurses and providers on the labor and delivery floor, in 
the call room, or in their offices; and with Birth Sisters in coffee houses, parks and their 
homes.  I am humbled by the willingness of my participants to open their lives to me.  
They shared stories of their families, struggles they faced as recent immigrants, difficult 
births, and women in their lives who had supported them.  
Three themes emerge in my analysis: Birth Sisters as emotional, physical and 
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informational support; Birth Sisters as a ‘bridge’, ‘navigator’ or ‘translator’ and Birth 
Sisters as part of political economy which impacts BMC, its patients and the Birth 
Sisters, themselves. I found Scheper-Hughes’ and Lock’s work on ‘The Mindful Body’, 
offered a useful framework to interpret the ‘conceptions’ of the body, or self, that I 
observed in my fieldwork and interviews (1987).  These authors offer “three perspectives 
from which the body may be viewed: 1) as a phenomenally experienced individual body-
self; 2) as a social body, a natural symbol for thinking about relationships among nature, 
society, and culture; and 3) as a body politic, an artifact of social and political control” 
(Scheper-Hughes and Lock 1987:6).   I explore the social body in Chapter Four as I 
examine the role of various types of support the Birth Sisters report they provide.  
Chapter Five details the lived experiences of the Birth Sisters and their interpretation or 
‘translation’ of their client’s lives as well as building on Mattingly’s use of narrative time 
to explore the narrative co-created in the birth space.  I utilize the idea of the body politic 
in Chapter Six to offer an understanding of the impact of political and economic 
structures present in Boston and BMC on individual women’s experiences. 
Chapter Four situates the various types of support Birth Sisters provide by 
examining how they act as a biocultural adaption to hospital birth.  Birth Sisters provide 
emotional, informational, and practical/tangible support to clients from similar 
backgrounds.  This chapter builds on existing literature about positive results of doula 
work.  Birth Sisters connect with individual patients based on shared cultural experiences 
and build ‘sister-like’ relationships that allow them to bridge these biological, 
technological and cultural aspects found in hospital birth.  
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The Birth Sisters recognize the importance of ‘holding the space’ and the 
development of a patient-centered narrative.  In Chapter Five, I explore the lived 
experience of the Birth Sisters and the relationships they develop with providers and their 
patients.  By applying phenomenological theory, I contextualize the roles the Birth Sisters 
play as a navigator or translator of both language and culture.  I further examine how 
Birth Sisters negotiate the liminal space at the borderland of motherhood with their 
clients including the use of medical interventions.    
Chapter Six builds on the previous two chapters by examining the structural 
factors affecting Boston, BMC and the lives of Birth Sisters and their clients.  These 
factors intersect in the hospital and impact outcomes and experiences of women giving 
birth there. In incorporating political-ecology into biocultural analysis, Leatherman 
argues  “a space of vulnerability [then] configures a specific set of conditions in which 
people live, and sets constraints on how these conditions are perceived, how goals are 
prioritized, what sorts of actions or responses might seem appropriate, and which ones 
are possible” (2005:53).   In their 1998 volume, Building a New Biocultural Synthesis, 
Goodman and Leatherman argue that there is a need for “synthetic approaches that 
incorporate the diversity of knowledge and approaches in anthropology that provide an 
effective framework for analysis of how the process of inequality and social change 
interact with human biologies” (4).  I apply New Biocultural Synthesis to understand the 
Birth Sister narratives that highlight the places they negotiate structural factors affecting 
the ‘at risk’ populations they serve.  For example, they discuss how they address their 
clients’ lack of access to services, lack of knowledge about availability of services, and 
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lack of knowledge about choices in childbirth. As a member of the community, they have 
an intimate knowledge of the challenges their clients face.  As hospital employees, they 
also have an intimate knowledge of how the healthcare institution works.  This co-
existing knowledge situates Birth Sisters as a bridge between the hospital and client 
expectations and allows Birth Sister clients to experience better psychosocial outcomes as 
well as an increased sense of agency and empowerment. 
 In closing, I return to the current crisis in maternal health in the US and offer 
recommendations based on the analysis of the data I collected during my fieldwork.  
Current research focuses on how doula support during the perinatal period improves 
maternal and fetal outcomes and how to implement reimbursement payments for doula 
care.  I address how this could potentially benefit women who give birth at BMC.  
Providers I interviewed in both formal and informal discussions during my fieldwork all 
supported the growth of the program and the work of the Birth Sisters.   The Birth Sisters 
program accepts referrals from all providers affiliated with BMC including providers 
who work at the community health centers affiliated with BMC.  Because the program is 
limited in the number of women it can serve each month due to funding, there are often 
women who would benefit from this service and unfortunately do not receive a Birth 
Sister.  I return to this constraint in the conclusion when discussing future directions.  In 
pursuing auto/ethnographic work at BMC with the Birth Sisters, I hope to present 
evidence that highlights possible responses to the question of why birth is complicated in 
a US urban hospital setting. 
I have used pseudonyms throughout to protect my participants and the women we 
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serve.  I have also tried to use the language that Birth Sisters and providers used to 
describe the women who give birth at BMC.  Birth Sisters use the terms client and patient 
interchangeably.  Both terms, client and patient, have multiple meanings.  Patient can 
imply a relationship based on power dynamics, or it can imply illness.  I found myself 
thinking about the women as patients when talking about their time in the hospital and as 
client outside the hospital.  I did not specifically ask Birth Sisters to discuss how the 
conceptualize these terms.  Looking at word counts from my transcribed interviews, 
however, reveals that the term ‘client/clients’ was only used twenty times in our taped 
discussions and ‘patient/patients’ was used over 300 times, ‘woman/women’ over 200 
times.  I think any discrepancy in the use of these terms is based on the medicalized 
environment in which we work. Additionally, by using ‘woman/women’ more frequently 
they are highlighting their personal relationship as opposed to the woman being a ‘client’.  
Based on my observations in meetings and conversations, I argue that Birth Sisters do not 
attach any additional meaning in their word choice.     
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Chapter Two 
Background  
Giving birth and being born brings us into the essence of creation, where the human 
spirit is courageous and bold and the body, a miracle of wisdom.~Harriette Hartigan 
 
Birth Sisters act as a mitigating factor bridging the biological, cultural and 
biocultural constraints present in a hospital birth to improve psychosocial outcomes.  In 
order to better understand how this continuous labor support impacts childbirth outcomes 
and the mechanism through which this happens, this chapter examines the background of 
the medicalized setting around birth in the U.S.  In addition, I address the current 
theoretical approaches to understanding hospital birth, and new theoretical approaches 
that validate the ways Birth Sisters positively impact the healthcare system at BMC and 
birth outcomes of the women they serve.  To gain an understanding of the current 
environment in which women give birth in the U.S., it is important to begin with an 
overview of the medicalization of U.S. birth. 
 
Setting the Stage: Medicalization of Childbirth 
In the late 1800s physicians concertedly campaigned to ‘take over birth’ (Davis-
Floyd 1997:9) which until this time predominately took place in the home (Wertz and 
Wertz 1977).  The Flexner Report in 1910 and the Williams report in 1912 provided the 
framework for the medicalization of childbirth within the larger context of medicalization 
in the United States (Hahn 1987:259). ‘Regular’ medicine, or biomedicine, emerged as 
the gold standard defining ‘acceptable’ healing practices.  Throughout the 1800s, ‘regular 
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medicine’ providers criticized ‘alternative’ healing practices; however, the sweeping 
institutionalization of medicine occurred in the wake of the Flexner report in 1910. These 
measures laid the foundation for the growth of biomedicine, and established clear border 
areas or boundaries of healing dividing healing into either ‘science based’ or ‘non-science 
based’ practices. An American ‘model’ of medicine emerged which precluded other 
forms of healing.  This American model built on the foundation of medical relationships 
established in Europe.  Foucault, writing on early French medicine, presents the model of  
‘authoritative medicine’ that advises physicians to  “make yourself the master of your 
patients” (1973: 88). 
In the early the twentieth century, the Flexner Report assured regulation of U.S. 
medical practices. Flexner argued, “medicine is a discipline, in which the effort is made 
to use knowledge procured in various ways in order to effect certain practical ends” and 
“it countenances no presupposition that is not common to it with all natural sciences, with 
all logical thinking” (1910:157).  The emphasis on logic and proven science further 
restricted acceptable practices.  The widespread adoption of principles articulated in 
Flexner excluded cultural practices based on accumulated experience and non-scientific 
criteria. 
 John Williams, founder of modern obstetric practice in America, wrote Williams 
Obstetrics, the foundational text for childbirth instruction in medical schools.  Williams 
“took on as a mission the finding of physicians ill–prepared to address obstetric 
emergencies” (Hahn 1987:259). Williams issued a set of recommendations that created 
the  “institutionalization of science in obstetrics and maintenance of standards of 
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education and practice” (Hahn 1987:259).   In this environment, the pathologizing of 
childbirth grew out of this text together with the Flexner report.  Williams’ text instructs 
clinicians to “keep pregnant patients under strict supervision and to be constantly on the 
alert for the appearance of untoward symptoms” (Hahn:256).  Seeing childbirth as a 
pathology justified the increased medical control under the direction of male physicians 
which grew out of development of the text (Hahn:258).  Williams considered 
childbearing “so danger-ridden as to be inherently pathological and in need of pervasive 
medical attention and control”(262).  Following this line of reasoning, only a trained 
male physician therefore had the knowledge to safely deliver an infant further solidifying 
the medicalization of childbirth. 
 
Birth as Pathology 
In 1900 in the U.S., less than five percent of the population gave birth in the 
hospital (Wertz and Wertz 1977:133).  However, the medicalization of childbirth 
occurred as hospitals became more numerous, accessible, offered pain free birth and 
promoted safer birth outcomes. During the early twentieth century, physical 
anthropologists examined ‘pelvic types’ and provided the morphological foundation for 
assessing obstetric risk (Walrath 2003).  Obstetricians used these findings in support of 
their move to medicalize childbirth.  Building on a biological foundation the argument 
that “something could go wrong at any time is a powerful and dominant model” (Lazarus 
1997:134).  During this time “women acceded to doctors’ increasing control because they 
thought it would make birth safer” (Wertz 1977:136).  Cesareans existed to deliver 
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women with ‘deformed pelves’ (Wertz:138) and by the 1920s “doctors believed that 
‘normal’ deliveries were rare” (Wertz:141).   In addition in 1920 Dr. Joseph DeLee 
argued that childbirth is a pathologic process from which few escape “damage.”   He 
proposed a program of active control over labor and delivery, attempting to prevent 
problems through routine interventions designed to save women from the dangers of 
natural labor (Wertz and Wertz 1977:141-143).  These beliefs set the stage for the 
medicalization of birth beginning in the early 1900s and the cascade of interventions that 
often lead to instrument deliveries and medically unnecessary C-sections. 
 
Technology 
Emily Martin, a medical anthropologist writing about this period, proposed that, 
“to understand the medical treatment of birth, we must recognize that in the development 
of Western thought and medicine, the body came to be regarded as a machine” (2001:54).   
Martin finds that “female midwives’ hands were replaced by male physician hands with 
tools” (54).  Further, women’s bodies are machines and doctors are the mechanics who 
fix them (54).   Brigitte Jordan elaborates on this shift to mechanized knowledge as: 
a kind of knowledge about the state of the woman and the fetus which is not only 
privileged (access is restricted) but which also supersedes and delegitimizes any 
other information sources.  The crucial information comes no longer from the 
woman’s experience, from the state of her body as assessed by herself and her 
Sisters, but rather from a set of technical procedures, test results, and machine 
output interpreted by nurse and physician specialists (1993: 209). 
 
Here, the woman and her physiologically instinctive ‘ways of knowing’ are dismissed 
and replaced by the ‘knowing’ of experts who can interpret the technology (Davis-Floyd 
1997).  
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Foucault defined symptoms as the ‘form’ the disease takes (eg cough or fever) 
and a sign as ‘that which is further away’ (eg pulse, bluing lips) (1973: 90-91).  Women 
may experience ‘symptoms’ of pregnancy and may ‘know’ but only the physician can 
understand ‘signs’ and confirm ‘true’ existence of pregnancy. Hahn found that 
“given access to the same senses, it is neither clear nor stated why physicians are 
thought to have objective knowledge while women have only subjective 
knowledge of their own bodily states.  Presumably it is the physicians’ clinical 
experience with numerous cases of pregnancy and his ‘careful physical 
examination’ that are thought to allow him more objective knowledge” 
(1987:268). 
 
 This ‘objective knowing’ grew into the medical gaze held only by the physician, a gaze 
that “establishes itself the eye that knows and decides-the eye that governs” (Foucault 
1973:89).  In the context of hospital birth this governing eye presupposes the physician’s 
‘gaze’ and subsequent decisions as superior to the ‘subjective’ symptoms felt by the 
laboring mother. As opposed to asking a woman about her menstrual cycles, Marsden 
Wagner highlights the reliance modern obstetricians have on machinery through the 
example of using ultrasound for predicting due dates (2006: 40).  Thus, from the earliest 
stages of pregnancy the pregnant woman’s knowledge is dismissed in favor of the 
knowing of the ‘machine’. 
 
Authoritative Knowledge 
Jordan explains ‘authoritative knowledge’ as multiple knowledge systems existing 
for any particular domain (1977:56).  Knowledge is fluid between multiple systems, but 
usually some forms of knowledge carry more weight than others, and ultimately it is the 
“legitimization of one kind of knowledge as authoritative [which] devalues others” (56).  
	  	   21 
In the case of pregnancy Hahn argues that physicians replace the advice and care of  “her 
women friends” (1987:274).  The information that a woman (patient) relates to her 
physician is considered to be lacking, whereas information travelling from physician to 
patient is “ascribed full authority” (269). Foucault explained the authoritative knowledge 
of the physician by finding that it is “no longer the gaze of any but of a doctor supported 
by an institution endowed with power of decision and intervention (1973:89). 
   Examining authoritative knowledge exposes the issue of power and who holds it 
on various levels.  Decision-making is  
tied to the question of who ‘owns’ the birth. Who is entitled to determine what 
happens when, and who determines what is to be seen and treated as normal or 
abnormal indicate who holds the running responsibility and final achievements for 
the birth produced in a particular setting (Jordan 1993:87).   
 
As Jordan explained, often the women can’t even begin pushing until the doctor has been 
called, arrived, done the appropriate ‘test’ for readiness and then declared that the woman 
may push.  There is no question that the physician in this example is making the 
decisions.  In this medicalized system, the doctors often do not ask the woman what she 
is feeling; they make their decisions based on what machines are telling them about what 
the woman should be feeling (Jordan 1993:165). The ‘cascade of interventions’ leads to 
epidurals in many medicalized births and leaves women numb to their physical 
symptoms.  This numbness ensures a reliance on machines as a substitute for women’s 
knowledge about what they experience. In a U.S. hospital setting during birth, women are 
often connected to monitors that record contraction strength and frequency as well as the 
baby’s heart rate. 
Trevathan takes a more evolutionary approach in defining authoritative 
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knowledge.  Women seek other females for companionship who have “shared lived 
experiences and empathy for the birthing female” (Trevathan 1997:83).  Assisted birth by 
empathetic companions represents a ‘horizontal distribution’ of authoritative knowledge, 
but hospitals do not operate this way (60).  Knowledge distributed this way creates a type 
of shared experience, in contrast to vertical authority, where authoritative knowledge 
flows from a technology dependent knowledge ‘hierarchically distributed’ (Jordan 2014: 
98).  Horizontal distribution of knowledge sometimes allows for lower technology usage 
and more of an exchange of knowledge. However, in most clinical settings, the 
authoritative knowledge of the physicians and their decision, is the final word. Birth 
Sisters operate at both the horizontal level in their relationship with their clients as well 
as in relationship with providers.  They are then able to provide vertical translation 
between the two. 
For Foucault the surveilling “glance is of the non-verbal order of contact, a purely 
ideal contact perhaps, but in fact a more striking contact, since it traverses more easily, 
and goes further beneath things” (Foucault 1973:122).   This ‘glance’ on a labor and 
delivery floor takes place either with a quick check-in on the patient or often by 
observing the machines that connect laboring women to monitors that report on large 
screens at the main OB station. In high tech environments the reliance is on a knowledge 
separate from that of the laboring woman.   
 
Obstetric Dilemma 
In 1960, Sherwood Washburn presented the concept of the ‘obstetric dilemma’ 
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(OD) to explain the modern human’s narrowing pelvis as an adaptation to bipedal 
locomotion in conflict with the selection for larger brains resulting from “the exigencies 
of tool use” (Washburn 1960).  The large human fetal head size would most easily be 
birthed through a larger pelvic canal, but this would require a broad pelvis that would 
make bipedal locomotion more difficult or impossible (Rosenberg and Trevathan 2007). 
(Figure 1) The assumptions behind the OD include: larger brain size, truncated gestation, 
low pelvic variability, and mechanical and energetic compromise of movement.  
Recently, researchers challenged this theory and provided evidence that questions the 
assumptions that inform the ‘obstetric dilemma’.   
 
Figure 1: Pelvis anatomy and bipedal evolution (Gruss and Schmitt 2015) 
Whereas non-human primates birth alone, modern human birth differs in three distinct 
ways: rotation of the fetus in the birth canal, the exit from the canal in an occiput anterior 
position and attended birth (Rosenberg and Trevathan 1995).  In addition to a 
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complicated process passing through the curves of the pelvic canal, human neonates are 
born facing away from their mothers, in an anterior occiput position, making it difficult 
for the mother to reach down and deliver her own baby.   
 
Figure 2: non-human primate delivery (Gruss and Schmitt 2015) 
 
Due to the size of the fetal head, the neonate must enter the birth canal facing 
sideways to access the larger area for its occiput and shoulders and then it must pass 
through a series of rotations in the canal in order to access the most spacious area for the 
occiput and shoulders and then to exit the birth canal safely (Weaver and Hublin 2009). 
(Figure 3)  Walrath defines this fetal rotation as part of the ‘human birth mechanism’ that 
contributes to complicated birth and the “evolution of obligate midwifery” (2015:5).  In 
recent work, Trevathan indicates that non-human primate infants also complete rotations 
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in the birth canal (2015:6).  However, the birth canal and presentation of the non-human 
primate neonate at birth allow for non-human  
 
 
Table 3: fetal presentations in the birth canal (Wittman and Wall 2007)  
primates to birth alone.  There is evidence that in other social mammals, a female remains 
close by during labor (Klaus and Kennell 1997:1035).  Humans remain unique, however, 
in receiving physical support from an attendant.  Movement during labor facilitates the 
rotation of the fetus in the birth canal (Zwelling 2010; Simkin and O’Hara 2002).  One of 
the non-medical interventions Birth Sisters offer is support in moving during labor.  Birth 
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Sisters talk about arriving at a labor and women are just lying in the bed.  In these cases, 
Birth Sisters are situated to create an environment where women potentially have more 
freedom to move.   
The OD theory further provided evidence for the position taken by Flexner, 
Williams and Lee that birth is a pathology that biomedicine can “cure.”   This 
‘complication’ of larger head size did not necessarily lead to the pathologizing of birth, 
requiring biomedical intervention.  However, it provided further ‘evidence’ in support of 
the argument made earlier by the medical establishment that birth should be medicalized. 
Additionally, Dana Walrath presents a theory of the monotypic birth mechanism 
developed in the 1980s that created “biomedical depictions of normal labor and delivery 
as solutions for the obstetrical dilemma” (2015:6).  Walrath further argues that ‘normal’ 
is a culturally constructed concept by biomedicine and not by biology (2015:6).  The 
Birth Sisters working with both the woman and in the hospital bridge this gap between 
biology and the culturally constructed biomedical medical model of birth. 
 
“Broader Pelves are not Less Efficient” 
In examining pelvic morphology, new research further complicates the use of the 
OD as evidence for pathologizing birth. Lewton et al. determined that “there is no 
statistical relationship between pelvic width and the cost of bipedal walking in modern 
humans” (Lewton et al. 2012:198; Warrener and Lewton 2015). The potential difficulties 
faced in human birth posited by the OD do not hold up to research by Dunsworth et al. 
who examined biomechanical evidence and considered pelvic dimensions of human and 
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chimpanzee females (2012). The OD hypothesis centers around an assumption that 
changes in pelvic morphology and fetal head size were constrained by evolutionary 
forces that limited broader female pelves due to locomotor cost.  Dunsworth et al. 
determined that “broader pelves are not less efficient and that women’s locomotor 
economy is not reduced by virtue of having broader pelves” ( 2012:3). They further noted 
that the female pelvis would only have to increase by approximately 3-cm to fit a neonate 
with a head circumference similar to chimpanzee-like brain development.  This change is 
within the range of normal human pelvic variation and would not negatively impact 
locomotor cost, therefore indicating that neonatal brain expansion is not constrained by 
pelvic morphology (Dunsworth et al. 2012:3). The question remains: If pelvic 
morphology does not complicate birth, then what has led to the increased numbers of 
hospital births, unnecessary C-sections, and increased maternal and fetal morbidity? 
 
Biocultural Adaptation 
 Today Cesarean births are common in much of the developed world.  The United 
States has one of the highest rates among the developed nations at thirty-two percent and 
Brazil has a rate of fifty percent nationally and up to ninety percent among the population 
with private pay insurance (Declercq 2014). These high rates of Cesarean births stress the 
healthcare system, add a financial burden, and contribute to increased maternal mortality 
and morbidity.  Eugene Declercq argues that  “[D]espite the primarily healthy population 
and  the fact that birth is not intrinsically pathologic, technology-intensive childbirth care 
was the norm” (Declercq et al. 2007:11). In addition, current research indicates increased 
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morbidities for infants born by C-section, including asthma and childhood obesity, along 
with other autoimmune disorders (Azad et al. 2013).  An understanding of biological 
anthropology in a cultural context plays an important role in understanding mechanisms 
of modern human birth and the assumptions behind the OD that have led to the current 
crisis in medicalized childbirth.  
Biocultural approaches have been described as “valuable models and methods for 
studying the interface between biological and cultural factors affecting human wellbeing” 
(McElroy 1990:244).  Worthman, in detailing biocultural interpretations of relationships 
between laboring women and birth attendants finds “such relationships comprise 
reciprocal interactions of culturally informed practices and the settings they create with 
the biologically and temporally dependent proximal processes mediating health outcomes 
across the lifespan” (2005: 865).  Addressing the need for support during birth, especially 
in a hospital setting, there is a growing interest in using doulas, trained non-medical birth 
attendants, who provide continuous emotional and physical support to a woman during 
labor and birth.  Having a doula present can reduce the stress and anxiety of laboring 
women (Wijma 2001; Pascali-Bonaro 2003; Ford 2009).  Birth seen as evolutionarily 
difficult creates an environment where women will fear the birth process (Walrath 
2015:19).  This belief becomes a ‘self-fulfilling prophecy’, as fear can cause labor to 
stall, which creates delays that lead to interventions (19).  Understanding the biological 
factors, as presented above, informs the biocultural context in which women give birth 
today.   
Childbirth in the U.S. is in crisis.  The C-section rate is currently thirty-two 
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percent, the World Health Organization (WHO) recommends a rate of ten to twelve 
percent at a population level (2015).  C-sections can lead to further complications and 
increased maternal and fetal morbidity.  One answer to the increased medicalization of 
childbirth is continuous non-medical support for women during labor and birth.  
Assistance during childbirth, or ‘obligate midwifery’, provided an answer to the 
‘obstetric dilemma’ hypothesis and difficult deliveries (Rosenberg and Trevathan 1995).  
The speculation is that assisted births were an evolutionary answer to the fear and anxiety 
surrounding birth and that having a companion during labor would have led to reduction 
in mortality and therefore been favored by natural selection (Rosenberg and Trevathan 
1995). 
Childbirth in hospital settings presents a technological substitution for birth 
attendants. Looking beyond the cultural component of medicalized birth allows an 
exploration of the interplay between physiological and lived experiences of laboring 
women.  McElroy concludes, “biocultural studies offer the promise of bridging these 
boundaries [of biology and culture] through the development of both theory and methods 
that link biological and cultural variables” (1990:257).  The Birth Sisters represent 
thirteen cultures and as such are well-suited to biocultural analysis of the phenomenon of 
hospital birth in a diverse setting.    
Continuous Labor Support  
Contemporary forms of support during birth, either by a family member or a 
trained birth attendant, grew out of the increased medicalization of birth. This support 
represents a return to or an adaptation to childbirth prior to medicalization.  Large studies 
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over the past 15 years have found that doulas promote healthier outcomes (Hodnett et al 
2012, Kozhimannil et al 2013; Mottel-Santiago et al 2008; Klaus et al 1986; Romano and 
Lothian 2008; Steel et al 2014). Ellen Hodnett reviewed twenty-three trials from sixteen 
countries following more than 16,000 women.  The common elements of doula work 
included emotional support, information about labor progress, advice on coping 
techniques, comfort measures and advocacy (Hodnett 2012).  Gruber et al found “doula-
assisted mothers were four times less likely to have a low birth weight baby, two times 
less likely to experience a birth complication involving themselves or their baby, and 
significantly more likely to initiate breastfeeding” (2013:55). Doulas or trained birth 
companions who are not related to the laboring women provide and promote positive 
emotional, physical and informational support (Gruber et al 2013:50, Deitrick 2008:397) 
enhancing psychological outcomes. 
In addition to these components of care, continuous labor support may also reduce 
stress in mothers and encourage movement during labor that could aid the fetus in its 
passage through the birth canal (Hodnett 2012; Caton 2002).  Women with continuous 
labor support have a reduction in unnecessary C-sections (DeClerq et al 2014, Mottel-
Santiago et al 2008, Kennell et al 1991).  In the event of a C-section, women with doula 
support are better able to process the decision.  They tend to accept it more than women 
without the support who exhibited feelings of guilt and confusion (Campero et al 1998).  
Self-efficacy and enhanced empowerment are recurring themes in the literature on doula 
support. 
There is growing evidence of the positive impact doulas have when they provide 
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language translation and act as a  ‘cultural translator’.   In a recent study, Hye-Kyung 
Kang found that doulas who work with mothers from the same cultural backgrounds can 
be “beneficial to health-care providers when working with immigrant women whose 
cultural practices and languages are unfamiliar to them” (2014:31).  Ferguson and Candib 
performed a literature review of studies examining patient/physician relationship when 
there is a difference in language, ethnicity and race.  They determined  
race, ethnicity and language all affect the quality of the doctor-patient 
relationship.  [M]inority patients, especially those not proficient in English, are 
less likely to engender empathic responses from physicians, less likely to establish 
rapport with physicians, less likely to receive sufficient information, and less 
likely to be encouraged to participate in medical decision making (2002:350)  
 
In a study of Karen4 refugee women, LaMancuso et al found that training 
experienced interpreters from the community as doulas allowed them to “bridge the 
communication gap” between patients and providers and improve provider cultural 
awareness (2014: np).   While doulas are not healthcare providers and are sometimes seen 
as outsiders among members of the healthcare community, they often share similar 
values with providers and have relationships based on mutual respect (Kang:29).  In these 
settings doulas navigate the liminal space between their clients and the medical 
establishment.   
A Swedish study details how the “doula appears to hold particular significance for 
women who feel alone, especially those whose isolation is exacerbated by the inability to 
speak the language of the host community (Akhavan 2011:843).  Conclusions from these 
studies support and add to the already existing literature on the importance of  	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traditional cultural pattern of women helping and supporting each other during 
pregnancy and childbirth, and may represent an effective strategy for improving 
the birth experience and outcomes for at risk inner city women  (Deitrick 
2008:405).  
 
In this role, Birth Sisters are cultural navigators understanding culture of their clients.   
The multi-layers of support that lead to better outcomes for women and their 
babies are complex and can be examined by contextualizing the lived experiences of the 
Birth Sisters.  The necessity of this support cannot be separated from the social structures 
acting on both the hospital and the pregnant women who deliver there.  Support has to be 
responsive to these social and structural factors including the emotional dimension, 
cultural level, the economic forces including funding within the institution, as well as 
state funding policies.   
 
Birth Sisters: What’s In a Name 
 A doula is an “experienced labor companion who provides the woman and her 
husband or partner both emotional and physical support throughout the entire labor and 
delivery” (Klaus 1993:4).  Doula is a Greek word meaning a ‘woman who personally 
serves another woman’.  In a discussion with Kate about choosing ‘Birth Sisters’ as the 
name for the hospital-based doulas at a large urban hospital, she explained that “well, 
actually, in modern Greek, the word ‘doula’ actually means slave” (Interview 7/17/15).  
Given that the population this particular doula program serves is urban and ethnically 
diverse, the founders of the program felt that using ‘doula’ would be “clearly offensive” 
(Interview 7/17/15).   
The Birth Sisters program began in 1999 with a March of Dimes grant providing 
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the initial funding.  The original intent was to  
Address—this was before disparities became a word, but the differences between 
Black and White infant mortality rate, and the differences between women of 
means, and women not of means in terms of their outcomes, which so much of 
those outcomes seem to be resulting from social determinants and not necessarily 
obstetrical and medical ones (Kate interview 7/17/15). 
 
The midwives who founded the program saw the opportunity to use ‘low-tech’ and 
‘higher touch’ as a way to attack the medicalization of the birth process they saw.  They 
additionally hypothesized that “more personal relationship-based care with an emphasis 
on cultural humility would result in better outcome for women whose pregnancies were 
high-risk for social reasons, as opposed to medical reasons” (Interview).  Women were 
initially recruited from the Boston communities with large African American and  
immigrant populations and trained to support women from the same neighborhood.  
 
   
Stress/Fear/Anxiety 
 Swedish studies report that fear of childbirth is reported in twenty-three to twenty-
six percent of all pregnant women and is the leading cause of planned C-sections in 
Sweden (Wijma 2011:153).  Gruber et al concluded, “[S]upport from a doula and the 
security of knowing who would be present at the birth may have  reduced a measure of 
the stress and anxiety experienced  by the mother” (Gruber 2013:57) A Chinese study 
found that women who felt they had more control experience less anxiety during labor 
(Chang 2007:127). Pascali-Bonaro discusses the importance of female friends in reducing 
women’s stress levels.  In her study of a doula program in New York City after the events 
of September 11, 2001, she highlights the importance of direct communication about 
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what women are experiencing as fear. (2003).  A study in Norway found women who 
expressed fear around childbirth had longer labors which could possibly lead to more 
medicalized interventions including C-sections (Adams et al. 2012:1245; Ryding and 
Wijima 1998).  Sarah Buckley concluded that women giving birth in a hospital with a 
doula may experience lower stress levels (2015:128).  These studies on the impact of 
doula support for a variety of reasons including stress, fear or anxiety all find doula 
support leads to better maternal outcomes. 
Lourdes Campero’s work in Mexico found that anxiety during labor may have 
negative consequences on the progress of labor (1998:396).  Lederman’s study on stress 
response concluded that the reduction in lengths of labor found in births attended by 
female attendants is “attributed to a reduction in maternal anxiety and circulating 
catecholamines, which may decrease uterine contractility as well as uterine and placental 
blood flow, and which also results in fetal distress” (1985:np).  Lederman suggests in a 
later study that although his 1985 study did not produce findings that directly related 
anxiety levels of laboring women to social support, this could be due to the difference in 
study participants and environments.  Previous work that found social support important 
describes “a profoundly stressful labour environment for women coming from a 
traditional environment into a large, impersonal Western style hospital” as opposed to a 
“community hospital familiar to most of the women (Lederman 1996 np).  In a recent 
publication available to a popular audience on the physiology of labor the author 
concludes: 
In modern maternity care, slowing of labor often occurs when women move from 
home to hospital, especially before the processes of [active] labor [has begun] 
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(Buckley 2015:5). 
 
Birth Sisters have experienced similar lived experiences to those of their clients and are 
uniquely situated to bridge the experience of home and hospital and mediate any stressors 
that may emerge.  They understand hesitancies that women may feel coming into the 
hospital especially for those women who may have previously given birth at home.  
Elizabeth and Liza talked about women who are uncomfortable in the hospital because 
they come from cultures where birth happens at home with attendants they know.  Lena 
and Majolene both explained that many women they work with have negative views of 
hospitals from experiences in their home countries and that they work with these women 
to feel comfortable with the idea of giving birth at BMC.  When Birth Sisters meet 
patients prenatally these discuss these fears.  
  
 
Holding the Space 
The use of evidence-based literature supporting biomedical interventions 
“constructs the doctor’s (cultural) body as the site of safety, the mother’s (natural) body 
becomes the site of risk” (Wedland 2007:225). Campero found “under this medicalized 
care model, the relationship established between the medical staff and the patient tends to 
increase the patient’s anxiety rather than reduc[ing] it” (1998:396).  Within this liminal 
space as established in the literature, the doula holds open the possibility for women to 
bring their experience back to their own physical body and encourages them to listen to 
their own ‘knowledge’.  Cheryl Hunter’s work on the experience of birthing with a doula 
detailed ‘holding the space’ as a prominent theme “embod[ying] the emotional 
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interactions that occurred between doula and client” (2012:319).  One of the mothers in 
Hunter’s study elaborated that by ‘being with her’, the doula allowed her to “‘surrender 
herself to her process,’ as opposed to surrendering herself to a process that she does not 
own, one that is ‘managed’ by another” (2012:322).  To expose what she calls the 
‘vanishing mother’,  Claire Wendland juxtaposes the use or overuse of technology in 
labor to the loss of women’s voices during childbirth. Massage, hand pressure and 
comfort touch all provide women with a sense of “emotional support, ease pain and help 
the woman relax and let her body work (Kitzinger 1997:217).  Multiple studies have now 
found the positive benefits of touch and movement in labor and positive birth outcomes 
(Kitzinger 1997:220-221 Klaus 1997; Schroeder and Bell 2005).  In hospital birth in the 
United States, however, the decision-making continues to rest with the authoritative 
knowledge instituted with the move of birth into clinical settings. Kitzinger analyzed 
‘authoritative touch’ and found that how touch is given or not given provides knowledge 
(1997:209).  Touch becomes second to machines and acts like the medical gaze Foucault 
described (1973). 
Davis-Floyd details the dualism born out of the technocratic model of birth 
(1997). Within the context of studies on competing birth models, individual explanatory 
models will dictate a patient’s health seeking behavior.  Campero et al highlight that the 
study group with the doula support felt able to communicate their desires with the 
hospital staff and additionally were able to talk about their concerns with the doulas even 
if the staff was too busy to hear them (1998:399).  Chrisman presents health-seeking 
behavior as a model that  “outlines the likely relationships of health-related behaviors and 
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sociocultural contextual features allowing the opportunity to test propositions about the 
impact of daily life on these behaviors” (Chrisman 1977:352). Studies of doula supported 
births expose the space between often competing technologies and allow the voices of 
laboring women to move to the center. In a recent study, Denis Walsh exposes this space 
and concludes that women will each “realize embodiment in their own way, through 
embracing the physiology or inviting intervention, but all will welcome and benefit from 
trusted companions accompanying them in relationships of respect and empathy” 
(2010:496).  Janzen also finds therapy management groups impact “how options being 
entertained in the community around the sufferer influence the sufferer’s choices” 
(1987:78).  At BMC, pregnant women, Birth Sisters and providers all act to influence the 
birth process in different ways.  In this research, I establish the ways each of these actors 
take part in the ‘therapeutic process’ and how the “determinants of choice in the 
therapeutic process” (Janzen 1987:82) are kept in focus. 
  
Embodied Aesthetic  
As Desjarlais argues, reflexivity in the research process allowed me to move 
beyond a distant retelling of phenomena and provided my experiences as “temporally 
structured in such a way that [my] past experience is always retained in a present moment 
that is feeding forward to anticipate future horizons of experience” (2011:88). Wertz 
argues  
“[T]he composite is not a simple retelling. It is interpretation by the researcher in 
several important ways: through her knowledge of the literature regarding the 
phenomenon under enquiry, through listening and hearing the stories told by the 
informants, and through her own reflexivity during the process” (2011:np).   
	  	   38 
 
This reflexivity and drawing on my own intuition as a Birth Sister, allowed me to explore 
assumptions that come from both my own “cultural and theoretical heritages” (Desjarlais 
2011:89).   This reflexivity is important in both my research and work as a Birth Sister.  
Embodying my own birth experience, I meet laboring women in a place of shared 
intuition.  I reflect on the stories the Birth Sisters, my participants, tell me and recognize 
our shared experience.  
Rosaldo argues “[s]ociety shapes the self through the medium of cultural terms, 
which shape the understanding of reflective actors” (Rosaldo 1984:150).  She also 
concludes that through embodiment “collective symbols acquire the power, tension, 
relevance, and sense emerging from our individualized histories” (141).  The symbols in 
the birthing room connect to the technocratic model and medicalized births discussed 
above.  A narrative separate from the symbols is created out of the ways in which 
laboring women interact with them in birth room.  This narrative allows us to bear 
witness to the ‘embodied’ birth experience.  In my work as a Birth Sister, I see the ways 
the symbols in the form of the machines in the delivery room act on laboring women.  
The laboring women I have worked with reach a point where they feel like they cannot 
continue to labor.  However, for all of them who do continue to labor without medical 
intervention, I watch as their bodies instinctively move and how their intuition guides 
them as their labors progresses. 
 
Ways of Knowing and Language 
Phenomenological studies in anthropology allow deeper understandings of the 
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“richness of people’s lives, concerns and engagements in direct and incisive terms” 
(Desjarlais and Throop 2011:97).  In his work with the Yolmo, Desjarlais concludes that 
both meaning centered and sensory approaches are necessary to assess ‘ways of seeing’ 
(Desjarlais 1992:138).  Desjarlais finds “anything embodied in accordance with an 
aesthetic is not neutral, but automatically entails a posture toward it, a ‘gut feeling,’ and 
so engages not just an intellectual approach to moments of pain or comfort, but a visceral, 
emotional, and moral stance” (71).  Birth Sisters empathetically embody the experience 
of women in childbirth and give agency to the unheard voices of laboring women.  Liza 
shares such an experience with me during our interview when we are talking about 
inductions.  
You know I just don’t like them [inductions].  It’s not.  I can understand they do it 
baby is whatever. [late and possibly at higher risk for complications] But the 
body knows, the mothers know, you know? It just…those inductions they don’t’ 
need to.  The body knows what to do, you know?” (Interview May 2015). 
 
By not accepting the power given to technological symbols in a labor room, a woman’s 
‘gut feeling’ emerges as a new embodied symbolic sense of power.   In this way, she is 
creating a new narrative for herself with a new set of collective symbols.  Through past 
experience attending women in labor and her own births, Liza believes in women’s ‘gut 
knowledge’ and shares her embodied knowledge with her clients in the way she works 
with them. 
Language both represents experience and creates experience and emotion. Sharon 
Kaufman explores how “our vocabulary shapes what we feel and know” (Kaufman 
2005:16).  A ‘good death’, a tool for exploring the qualities present in the language 
around hospital-based death could parallel a language of ‘good birth’.  In her study on 
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dying in a hospital, Kaufman writes “[w]aiting is part of hospital necessity and is 
specified by the bureaucracy, and waiting is also created by patients, families, and 
occasionally physicians who do not make ‘decisions’ and thus thwart movement along 
the pathways” (2005:201).  Kaufman provides examples of the families of dying patients 
struggling with these institutions and the latter’s use of unwanted technologies.  In the 
case of childbirth in a hospital setting, women often struggle with providers about 
whether or not to receive an intervention.  Birth Sisters discussed with me how they feel 
around the use of pain relief, especially epidurals.  Mary told me about her relationships 
with her patients and how when they face the epidural decision she reminds them “you 
can do this, remember you don’t have to have the epidural until you really really need it, 
we can do other things to go to the pain and take your mind away” (Interview 5/21/15).   
The language around epidural use creates an environment where this is the relief that is 
offered instead of non-medical interventions.  The option to use an epidural is often 
presented as when instead of if a woman may want or need one.  The anesthesiologists 
who administer epidurals often come to the labor room early in the labor to consent 
women “just in case” (Field notes).  
In addition to the good birth experience, Jordan highlights the use of the ‘good 
patient’ as the patient who is not ‘out of control’ and instead ‘collaborates’ with the 
medical institution (Jordan 1993:161).  Birth Sisters act to ameliorate the potential 
negative effects of this collaboration on women.  By offering women another option that 
could delay or resist interventions they would rather resist, we encourage women to take 
agency for their decisions.  Dr. Henri told me that he sees the Birth Sisters as “protectors” 
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of the patient experience to “try to guarantee that the patient is making informed choices 
and she’s having the birth experience that she wants” (Interview 7/27/15). Klaus and 
Kennell highlight how birth attendants act as “a source of strength and confidence to 
relax the laboring woman, reduce her anxiety and catecholamine levels” (1997:1035).  
Mattingly proposed that “narrative time differs from biomedical time because it is 
actor-centered rather than disease centered” (2010b:130).  Exploring the lived 
experiences of the Birth Sisters exposes the role they can play in bringing the attention to 
the laboring woman as the narrative of her birth unfolds.  Andrea, a Labor and Delivery 
nurse told me during our interview 
because we [the nurses] do want to be there and we do try to support them 
[patients], but we can’t always be there in the room 24/7 through the whole 
process.  So the Birth Sisters are there with them during the most kind of critical 
part of labor (Interview 7/16/15). 
 
Birth Sisters practice ‘being with’ the laboring woman and giving her the space to create 
her birth narrative on her own time.  The nurse recognizes the importance of the space 
and time but admits it is in conflict with her ‘clinical duties’ and relies on the Birth Sister 
to protect it for the laboring women.  
 
Bourdieu’s use of habitus highlights an understanding present in the duality of the 
lived experience of women in the labor room in a clinical setting.  Habitus is understood 
as  
“a system of lasting, transposable dispositions which, integrating past 
experiences, functions at every moment as a matrix of perceptions, appreciations, 
and actions and makes possible the achievement of infinitely diversified tasks, 
thanks to analogical transfers of schemes permitting the solution of similarly 
shaped problems, and thanks to the unceasing corrections of the results obtained, 
dialectically produced by those results” (Bourdieu 1977: 83). 
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Women in childbirth bring their particular ‘habitus’ with them into the structure of the 
‘birthing space’.  The physicians, nurses and other providers in this ‘space’ have their 
own and often conflicting ‘habitus’.  Mattingly exposes this borderland in clinical 
encounters.  This illustration of conflicting narratives born out of one’s own habitus 
shows “experience and understanding are inevitably intertwined with our historical 
inheritance, one that prepares us to experience in a particular way” (Mattingly 
2010b:120).  At BMC, the Birth Sister help negotiate this borderland. 
 
Structural Violence  
 The Birth Sisters program developed as a project to address ‘disparities’ resulting 
from racial inequalities that led to poor birth outcomes.  These disparities grow out of 
‘structural violence’ as first used by Galtung (1969) and more recently by Paul Farmer 
(2003, 2006) who elaborates that structural violence is closely related to social injustice 
(2006:2).  John Galtung defined structural violence in 1969 in part by explaining that it 
exists where ‘violence is built into the structure’ of daily life.  Differentiating between 
personal violence and structural violence, he explained that structural violence exists 
“where life expectancy is twice as high in the upper as in the lower classes, violence is 
exercised even if there are no concrete actors one can point to directly attacking others, as 
when one person kills another” (Galtung 1969:171).  This type of violence is quiet and 
does not ‘show’ or appear directly in the same sense as personal or direct violence.  As 
indirect violence, structural violence impacts how illness is experienced and perpetuated.  
In Chapter Six, I explore the literature on intergenerational stress and ‘racial othering’. 
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Since Galtung first introduced this concept, others have explored illness and 
health seeking behaviors through the lens of structural violence (Farmer; Kleinman; 
Good 2005; Bourgeois 2009; Worthman 2005).  Paul Farmer, summarizing Galtung’s 
work, explains that according to Galtung, violence is the “avoidable impairment of 
fundamental human needs or...the impairment of human life, which lowers the actual 
degree to which someone is able to meet their needs below that which would otherwise 
be possible” (Farmer 2006 np).  According to Farmer, social arrangements are “structural 
because they are embedded in the political and economic organization of our social 
world; they are violent because they cause injury to people (typically, not those 
responsible for perpetuating such inequalities)” (Farmer 2006 np).  A review of birth 
outcomes in the United States generally, and more specifically in Boston, is consistent 
with the inequalities as outlined in the literature on structural violence (Farmer 1999; 
Farmer et al. 2006; Galtung 1969; Quesada, Hart, and Bourgois 2011; Bourgois 2009; 
Cheyney 2011).  
In the case of birth, lower birth weight and worse fetal outcomes are a result of 
these embodied manifestations of SES and racism, or what Bourgois defines as 
‘vulnerable categories’ of people (2009:16).  Bourgois explains that “Embodied 
manifestations of distress (morbidity, physical pain and emotional craving)” in the 
context of structural forces (political, economic, institutional and cultural) promotes 
suffering (2009:16).  Examining public health paradoxes, Carol Worthman argues that 
“[S]tructural factors establish the base conditions or distribution of conditions under 
which the constituent dynamics must operate” (2005:872). Dressler, Oths and Gravlee 
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explore theoretical models proposed to explain these health disparities and conclude that 
a “potent explanation for ethnoracial and ethnic health disparities is a model in which 
[…] social and economic inequalities generate life conditions that are chronically 
stressful over the life course of Black Americans” (2005:245).  The results of clinical 
studies in other studies (David and Collins 1997; David and Collins 2007; Cabral et al 
1990) suggest that in Boston, it is not simply that you are Black, but where you come 
from and when you arrived in this country makes the difference.  In the context of 
Boston, in general, and specifically in the lives of the women Birth Sisters serve, these 
disparities in social and economic factors manifest as poorer birth outcomes.   
Although biological and cultural factors interact and are present in a hospital 
birth, it is not possible to fully examine this interaction without considering the role of 
structural factors.  As Leatherman asks, “why are some people poor in the first place, 
why do some get sick when others do not, and why are some able to cope with problems 
when others cannot” (2005:50).  Leatherman and Goodman integrate these ideas of 
structural vulnerability into the New Biocultural Synthesis (NBS) as a framework for 
acknowledging the role of the ‘biology of poverty’ (1998).  Everson operationalizes this 
work to examine the role of doulas working with pregnant and parenting adolescent 
mothers (2015).  She builds on this framework by adding an exploration of the 
psychosocial elements present in her participants’ lives including “embodied experiences 
of stress, stigma and social support” (11). Everson shows the impact doulas have on 
mediating the interaction of “political-economic constraints and sociocultural practices 
on the health outcomes and subjective experiences of young mothers” (11).  The Birth 
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Sister narratives include how they navigate the complexities of their clients’ lives with 
them as they engage in the hospital setting for birth.  Everson’s interpretation of the NBS 
allowed me to explore how Birth Sisters operate with their clients at the intersection of 
political-economic (structural) factors, biological (needs of pregnant women) and cultural 
forces.  Through this exploration, we gain a better understanding how women experience 
improved psychosocial outcomes when they work with a Birth Sister. 
Quesada, Hart and Bourgois argue that structural violence implies certain political 
and economic forces exist and propose ‘structural vulnerability’ as a “more neutral and 
inclusive term” (2011:341).   Structural vulnerability highlights the impact on people by 
the interaction of their “personal attributes—such as appearance, affect and cognitive 
status—with cultural values and institutional structures” (2011:341).  Additionally, these 
authors argue, “in medical anthropology, the concept of structural vulnerability focuses 
on how a host of mutually reinforcing insults (ranging from the economic and political to 
the cultural and psychodynamic) dispose individuals and communities toward ill health 
are embodied” (344).  Both the literature on birth outcomes for minority women and my 
fieldwork highlight areas where this vulnerability is embodied in birth and early 
childhood outcomes. The embodiment of these insults in the context of pregnancy in 
Boston leads to the worse birth outcomes among ‘vulnerable’ population found in the 
literature.  McCloskey et al found in their 1999 review of infant mortality in Boston, that 
“homelessness, physical and sexual abuse and alcohol use were at least twice as likely 
among women whose babies died” (165).  The Birth Sisters provide support to these 
women and help connect them to care and services.  This influences not only birth 
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outcomes of their current pregnancy but also their future health and health-seeking 
behaviors (Williams and Mohammed 2009).  For example, Birth Sisters visit clients for at 
least six weeks postpartum to support their psychosocial needs including any stress, 
anxiety or depression that may emerge.  Additionally, Birth Sisters encourage women to 
attend their six-week postpartum visit with their provider.   This is an important visit and 
one that many women in our community miss.  By helping women to feel empowered in 
navigating institutional healthcare, Birth Sisters can impact how women will negotiate 
these barriers in the future. 
Throughout my fieldwork, I witnessed the phenomenon of bodies coming 
together in a space for one particular moment or the event of birth. Lock and Scheper-
Hughes detail the ways in which the mindful body emerges through an exploration of its 
parts. Taken together these parts provide an entire experience of a life lived.  The social 
body, the individual body-self and the body politic interact in the birth space to create a 
narrative as women define for themselves what it means to cross through the liminal 
space to motherhood. Trevathan argues that she would add the ‘evolved body’ to the 
other three (Trevathan 1997:85).  Considering the biological past in an important 
component to “understanding the human condition in its evolutionary and historical 
context and in the myriad of ways it is represented across cultures and in individual 
women’s lived experiences” which can assist us in beginning to address mortality and 
morbidity (Trevathan 1997:86).  As part of a program at BMC, Birth Sisters provide 
continuous labor support to women from the same culture or neighborhood. 
Understanding the lived experiences of her clients, the Birth Sister is positioned to help 
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laboring women successfully navigate these systems.  By educating women about their 
choices and about the medicalization of childbirth, Birth Sister clients learn to advocate 
for themselves.  Through biocultural, phenomenological and structural violence 
interpretations, the following chapters illustrate how  
   “Birth Sisters have actually been quite amazing at that”.  
(Kate, Interview 7/17/15) 
  
	  	   48 
 
Chapter Three 
Methods 
When I began working as a Birth Sister, a hospital based doula, I knew I would be 
supporting women in birth, but did not fully appreciate the extent to which my support 
would impact the experience of these women as they embarked on motherhood, whether 
or not for the first time.   My experiences on the Labor and Delivery (L&D) floor 
attending births and listening to Birth Sister stories at monthly meetings convinced me 
that we made a difference on the birth outcomes of our patients.   I began researching 
doula programs and outcomes and found that there is extensive literature looking at the 
impact of doulas on C-section and epidural rates.  Much of the current research, however, 
does not measure the psychosocial impact doulas have on mothers as they navigate the 
medical system.  In addition, much of the literature is from the perspective of patients and 
most of it focuses on private doulas.   
Working as a Birth Sister, I was convinced that we were lowering our patient’s 
stress and anxiety levels, in addition to promoting healthier birth outcomes by providing 
continuous labor support in the hospital setting.  I began searching for a biomarker that 
could measure the phenomenon.  Due to funding and timing constraints, I was unable to 
pursue work with a specific biomarker.   However, using phenomenological methods, I 
have qualitatively examined how Birth Sisters and providers perceive the positive impact 
Birth Sister support has on patient experience and outcomes. Marcia Wertz et al. 
approach phenomenological methods in research as a way to  
	  	   49 
represent narrative data and findings from research through first person 
accounts that blend the voices of the participants with those of the 
researcher, emphasizing the connectedness, the ‘‘we’’ among all 
participants, researchers, and listeners. These re-presentations allow 
readers to develop more embodied understandings of both the texture and 
structure of each of the phenomena and illustrate the use of the composite 
account as a way for researchers to better understand and convey the 
wholeness of the experience of any phenomenon under inquiry.” 
(2011np). 
 
 I also questioned the rate of C-sections and difficult births or at least births that 
ended with a ‘cascade of interventions’.  These interventions included inductions, 
epidurals, continuous fetal monitoring, and IVs.  Shortly after beginning my work at 
BMC as a Birth Sister, I began my graduate studies in medical anthropology.  This 
program presented the ideal opportunity to explore these questions.  Grounding my 
research in ethnography, autoethnography, phenomenology and narrative methodologies, 
I created a framework to explore the supported birth experience in a large urban hospital 
setting. 
 
Positionality: 
 As a Birth Sister employed by BMC and a student of medical anthropology, I am 
uniquely situated to have “a dual positionality” that “comes with a built-in relational 
orientation as a health professional that may preclude certain types of ethnographic 
knowledge and facilitate others” (Sufrin 2015:617). Physician anthropologists who are 
“entrenched in the institutions [they] often critique […] must also maintain credibility 
and excellence in both fields.”(Sufrin 2015: 617). As a Birth Sister, I am not a MD or 
healthcare provider, but am an employee of the hospital and considered part of the care 
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team for my clients.  This ‘insider’ positionality privileged me access or what Bourdieu 
has defined as ‘social capital’ (Wacquant 2006).  My status as a Birth Sister afforded me 
access to patients, providers and other Birth Sisters that I would not otherwise have had.   
Sufrin writes physician anthropologists must stay aware of their role in the 
systems they may critique (2015).  I experienced a sense of this complicity during my 
fieldwork when I felt like I contributed to decisions that caused a birth to proceed 
differently that how I had hoped.  For example, due to program restrictions, we are not 
always permitted to be with patients early in their labor.   In these cases the patient has 
often already decided to take the epidural before we arrive.  
I woke up when her fiancé had texted at 2:30 am, patient wasn’t coping well and 
she was getting the epidural.  This is what I was afraid of-I knew with this patient 
without support, this [getting epidural] was a significant risk. (Field notes 
2/2/15). 
 
We assure our patients that we will be available to them for support but due to the 
restrictions placed on us by administrative constraints, we cannot always truly fulfill this 
promise. 
Bernard has defined participating observer as an: “insider who observes and 
records some aspects of life around them” (2006:347).  Through my work as a Birth 
Sister and as anthropologist, I participated in local conferences on emergent childbirth 
issues.  I also met informally with two other local doula programs as well as attended 
trainings run by Boston Medical Center for the Birth Sister program.  Participant 
observation at this level has helped me to “understand the meaning of [my] observations” 
(Bernard 2006:355).   
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Birth Sister meeting: went over usual stuff-everyone tell something good.  
A BS story was selected to represent the program at the GALA.  Irene and 
Lena told the story of getting the patient [who had been selected] ready 
for the GALA.  Lena helped her get a dress and do her hair.  Irene got 
teary-eyed just talking about it-she said this was truly ‘sisterhood’.  The 
patient kept saying ‘you’re like sister, mother, aunt to me’. (Field notes 
5/19/15). 
 
Sharing patient stories and supporting each other is a large part of our monthly meetings 
and afforded me a continuous learning experience and ‘insider’ view of how these 
women relate to each other and their patients and the things that make the program 
special. 
As a Birth Sister, my positionality provided me intimate access to my research 
topic.  However, with this intimacy comes a responsibility.  Creswell has written 
“[Q]ualitative researchers need to ‘position’ themselves in their writings…One 
characteristic of good qualitative research is that the inquirer makes his or her ‘position’ 
explicit” (Creswell 2013:216).  Elly Teman discusses the challenges presented by this 
positionality when you are involved on multiple levels with your research.  She draws on 
work of Anne Oakley who was a “researcher, pregnant woman, mother, feminist and 
participant observer” investigating reproductive health issues to highlight these 
challenges (Temen 2006:185).    In my research, I am a Birth Sister; I have given birth 
with professional support person and I am a participant observer.  These identities all 
contribute to how I interpret my data and experiences.  Additionally, each of these roles 
requires different ethical considerations as well as responsibilities.  Reflexivity remains 
an important aspect of my work as I consider both the lived experiences of my informants 
and our patients.  Creswell provides a reminder to “consider ethical considerations 
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involving our roles as insiders/outsiders to the participants” and “writing ourselves into 
the study by reflecting on who we are” (Creswell 2013:57). 
 
Initial Plan and Research Design 
The hypothesis presented in the initial research design of this study was that in the 
event of the “cascade of interventions,” having a Birth Sister providing continuous labor 
support is likely to contribute to better maternal and fetal outcomes. My original plan  
included mixed-methods comprising one-on-one, open-ended interviews; ethnographic 
and auto-ethnographic information from participant-observation to gather qualitative data 
regarding perceptions and experiences of Birth Sisters; as well as a review of Birth Sister 
work documents detailing births they attend.  These records include working papers from 
patient visits that I planned to de-identify.  
 As a participant observer, I planned to attend births, monthly meeting for Birth 
Sisters, appropriate OB department meetings, and participate as a member of various 
committees at BMC.  Additionally, my original plan included inviting Birth Sisters and 
other Labor and Delivery providers to participate in one-on-one interviews with me, 
determined by participant preference and convenience. As a qualitative study, I did not 
plan for randomization or control subjects.  I also analyzed descriptive characteristics of 
demographic data about Birth Sisters themselves collected at the time of interviews.  
Participants chose a place and time for interviews to take place. All interviews 
began with me reading the participant a verbal assent statement and answering any 
participant questions. All study materials (recordings, transcripts, field-notes, etc.) were 
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kept in the PI’s, co-investigator’s possession, or in a locked room or office, at all times 
with only pseudonyms chosen by participants identifying them. No document linked 
pseudonyms to participants’ real names. Interviews were digitally recorded, with verbal 
assent, and all digital voice files and/or transcripts were kept secure by the PI and co-
investigator in a locked room/office or on a password-protected computer.  
My project was approved by the IRB at Boston University as an exempt study.  
No information was elicited that could place participants at risk for financial liability, 
legal liability, risks to employability, or that would cause harm to their reputation. Only 
pseudonyms were used on all field notes, transcripts, and recordings. My notes about 
scheduling interviews, which may contain participants’ initials or first names only, were 
to be stored and maintained separately from all data collected, and destroyed once a 
pseudonym was chosen by the participant.  In addition, if at any time during an interview 
a participant was on the verge of talking about specific patients or specific medical 
information or care provided, the investigator actively discouraged/interrupted such a 
disclosure, and reminded the participant to speak only about their own experiences, and 
to not disclose any patient or other HIPAA-protected information.  
 
Research Methods  
Phenomenology guided my fieldwork as I gathered information about the lived 
experiences of my participants.  Following the principles of phenomenology, I posed 
ontological informed questions of my participants in order to gather information on the 
experience of the Birth Sister as she experiences labor with her patient.  Creswell finds 
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phenomenology best suited to studies “in which it is important to understand several 
individuals’ common or shared experiences of a phenomenon” (81).  In the case of my 
research, I sought to understand the experiences of working as a Birth Sister at BMC with 
the particular patient population they serve.  Giorgi builds on Husserl’s work for his 
interpretation of phenomenology and argues that the researcher must “bracket past 
knowledge about the phenomenon he or she is researching and withhold all existential 
claims for the descriptions provided by the subject.  The description is understood to be 
what the subject is present to, but no epistemological claim is made that the situation 
actually was the way the subject describes it “(Giorgi 2000:6).  Thelin argues that the 
“overall aim of phenomenological research is to capture the way the phenomenon is 
experienced as closely as possible within the context in which the phenomenon takes 
place” (2014:114).  This means of collecting data with a lifeworld approach and being 
present and flexible with the data allowed me to gather data from my participant’s point 
of view. 
Secondly, I used participant observation to gather information about the work of 
the Birth Sisters.  Bernard categorizes participant observation as “put[ting] you were the 
action is and lets you collect data” (2006:344).  By putting the researcher in the action, 
Bernard argues you develop a sense of what questions to ask and develop an intuitive 
understanding of the topic being investigated (355).  As an employee of the program, I 
was already conducting participant observation in a sense.  However, acting as a 
researcher, I learned much more about the mission of the Birth Sisters and about myself 
as a doula than I would have learned had I not been conducting this research.  Working as 
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a Birth Sister, I had questions about the differences we were making, but without 
conducting formal participant observation, I do not know that I would have been able to 
gather the information about how providers and other Birth Sisters interpret the work we 
do.  I also developed an ‘insider’ view and intuitive sense of what issues I wanted to 
research.   
The third method was autoethnography.  Creswell defines autoethnography as 
containing the “personal story of the author as well as the larger cultural meaning for the 
individual’s story (73).  Working as a Birth Sister, I am telling a story of my own 
personal experience in the context of the larger framework of the work the Birth Sisters 
offer.  At first my research and my work as a Birth Sister felt very disconnected but as I 
immersed myself in my research over the course of my fieldwork, I found it difficult to 
separate the two.  During births I began to see things in the room—where providers 
stood, the placement of machines, how family interacted, whether the TV or lights were 
on—differently and to interpret what these observations meant for my research.  I had 
moments of feelings guilty.  Was I present as a Birth Sister for my client or was I present 
as an anthropologist—a voyeur of sorts? 
 
On the Ground: Recruitment and Participants 
The head administrator of the Birth Sister program and I introduced the project at 
a monthly staff meeting.  It was explained that participation was completely voluntary 
and confidential.  I addressed any initial questions or concerns at the meeting. Birth 
Sisters were asked to speak with me if they were interested in participating and I created 
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a list of Birth Sisters who expressed interest in being interviewed and asked them for 
their phone numbers and best way to contact them.  I then made follow up phone calls 
and sent text messages to schedule times for interviews.  Additionally, I contacted 
providers via email who may have worked with Birth Sisters on the Labor and Delivery 
floor or in their Obstetric practice.  Boston Medical Center has Obstetricians, Family 
Medicine physicians, and midwives who all provide obstetric care, in addition to L&D 
nurses.  I knew from working with providers during births and from conversations with 
other Birth Sisters, the relationship between the providers including the physician, the 
midwife as well as the nurse and the Birth Sister is important for overall patient 
experience and care.  Recruitment and interviews of Birth Sisters and providers lasted 
from May, 2015- September, 2015.   
The level of interest and response to participation in the project was 
overwhelming.  
I am amazed at the positive response I got for this project.  [T]he 
providers really think BS are important.  The fact they take time out of 
their busy days to speak with me shows how important this program is,  
And it is an honor (Field notes 7/13/2015). 
 
Birth Sisters and providers were very responsive and I had nineteen interviews; three 
MDs, two midwives, four nurses, and ten Birth Sisters.  Interviews lasted anywhere from 
thirty minutes to three hours.  I scheduled interviews with everyone who wanted to speak 
with me. The Birth Sisters I interviewed represented nine cultures and spoke 8 languages.  
I had to follow up with a couple of Birth Sisters and providers but overall the response 
was immediate and I did not have to follow up more than twice with any one participant.  
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As planned, interviews took place at a location of the participant’s choosing including 
coffee shops, offices, parks and at a participant’s home. When we began the interview, 
after the consent and before taping, I asked them to choose a pseudonym.  If they did not 
want to, I chose one for them.   Participants chose meeting locations and these locations 
often told a story of the participant.  It was an honor to be invited into people’s homes 
and lives:  
met with Liza today.  She picked me up at MBTA stop.  Went to coffee shop 
on water.  Loud music playing but it was a nice atmosphere (Field notes 
6/1/15). 
 
met with Racquel.  Sat in health center.  After interview walked with her.   
She knows everyone.  Beautiful sunny morning (Field notes 7/24/15). 
 
As an urban hospital with a large underserved population, BMC has many 
patients who are considered high risk for social and medical reasons.  I selected a 
representative sample of physicians who work with diverse patient needs.  I knew one of 
the nurses from my work as a Birth Sister and asked her to recommend the nurses she felt 
would be good candidates to participate.  She provided me with a list of eleven who I 
then emailed.  Five replied immediately, but two were not able to participate due to 
scheduling.  I interviewed the other three on the L&D floor before their shifts.  It was 
nice to meet with the nurses one on one.  I have met some of the L&D nurses but and 
there are many and my shifts as a Birth Sister are sporadic.  The concept of space was 
also interesting with providers and nurses.   I met with Lola in the break room as she 
went through her ritual of getting ready for her overnight shift. I met Andrea and Jill in 
delivery rooms that weren’t being used as they each were coming on for their overnight 
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shifts.  I met both midwives also on L&D.  Sue was finishing overnight shift at 7 a.m. and 
invited me into the midwife call room.  We spoke while she drank lukewarm coffee 
trying to stay awake through our interview.  The other midwife, Kate, instructed me to 
page her during her day shift.  It was a slower day on the floor and she was available so I 
met her on the L&D floor.  Kate and I sat in chairs near a large window at the end of a 
long corridor where I often walk with patients.  These are all intimate spaces and are 
symbolic of the ‘capital’ I was afforded as insider due to my position as a Birth Sister.   
 Although as a group, the Birth Sisters gather monthly for an administrative 
meeting, we work alone.  It can often times feel isolating and I have not had much 
opportunity to get to know this amazing group of women until now.  All of them shared 
intimate details about their lives, their own birth stories, and their most memorable births.  
Many of them thanked me for the opportunity to share and think about people or stories 
they had not thought about for awhile.  After one interview, I recorded in my notes “she 
shared so many stories including about her mom and dad…she was a bit emotional” 
(Field notes 6/23/15).  In many of the interviews, I had attended a birth or knew about a 
particular patient or provider so often the interviews were more of a conversation than a 
formal interview. The participant and I often shared knowing glances and unspoken 
gestures as part of our interaction.  All interviews were semi-structured and therefore, the 
emphasis and themes that emerge from each are individualized; however, after nineteen 
interviews prominent themes emerged and I reached saturation.   
 During the summer, after completing several interviews, I decided that I was 
collecting a vast amount of data about demographics of Birth Sisters and their patients as 
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well as the services they provide.  I, therefore, decided that I would not include a review 
of the Birth Sister work documents as originally planned.  These forms include checklists 
of topics the Birth Sister discusses with her patients and referrals made in addition to the 
outcome of births.  These forms are filled out after each meeting with a patient, 
prenatally, at birth and post-partum. The information collected at the interviews 
addressed these issues without needing to go through the documents.   
 
Field Notes and Data Analysis  
Bernard describes notes taken during participant observation as “the meat and 
potatoes of fieldwork.  Most notes are descriptive and are from two sources: watching 
and listening” (2006:397).  I have extensive notes detailing the births I have attended as a 
Birth Sister that have formed the background for my research questions.  I also took notes 
during our monthly meeting and trainings. These notes include my own frustrations or 
thoughts as they emerged during meetings as well as notes taken after my interviews.  My 
Field notes cover both my fieldwork as an anthropologist as well as my work as a Birth 
Sister.  
Interviews were recorded and loaded into windows media player and QuickTime 
as MP3 files for transcription.  All interviews were transcribed into word.  The word 
documents were then uploaded to atlas.ti for coding. Atlas.ti is a web-based software 
program for qualitative research.  I listened to interviews and read transcripts before 
formally coding. During transcription I made analytical notes and identified initial 
themes.  I first used narrative analysis of interviews and my Field notes. I then created 
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codes using in vivo and inductive methods. In vivo codes are “catchy phrases or words 
used by informants” (Bernard 2006:402) and inductive codes, or open coding, emerge 
from “close study of the texts” (493).  Bernard further suggests using a computer 
program to count the number of times a word is used (2006:404).  Conducting these word 
counts confirmed themes that developed in my narrative analysis.  For example, 
informants talked about the important role of translation.  By counting words for 
‘translation,’ ‘translating,’ ‘translate,’ I was able to confirm that this was an important 
theme. 
 After developing a codebook based on initial themes and analytical notes, I coded 
the transcripts in Atlas.ti using the original code and then used deductive coding to 
establish a more in depth analysis.   
Inductive research is what you do when you’re in the exploratory and 
discovery phase of any research project, whether your data are words or 
numbers.  Deductive research is what you do in the confirmatory stage of 
any research project (Bernard 2006:493). 
 
I initially used open coding to help “gain new insights into the data by breaking through 
standard ways of thinking about (interpreting) phenomena reflected in the data.”(Corbin 
1990:423)  For example, the category of patient support, I examined as a large category 
consisting mainly of support but then there are various aspects of support: physical, 
emotional, translator etc.  Further breaking these down, I compared the type of support 
various Birth Sisters provide as a way of examining the diversity of services provided to 
the patients.   The inductive codes that developed out of my interviews, include the 
navigator/translator code, as well as, how the Birth Sister embodies the physical and 
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emotion pain and feelings of her patient.  After hearing many participants speak about the 
navigator or translator role, I developed literature resources on doulas working with 
immigrant or foreign born communities.  
 
Emerging Themes 
 Predominate themes emerged from the data including ‘Birth Sister as navigator,’ 
‘biocultural adaptation,’ ‘translator,’ ‘relationship with administration,’ ‘narrative versus 
clinic time’ and structural issues which I separated into ‘structural (institutional) and 
structural violence.   There were particular issues that I identified from literature reviews 
including C-section rates, clinical time versus narrative time, obstetric dilemma, 
continuous support, and increased breastfeeding rates. There have been several studies in 
multiple countries looking at the issues of doula as translator/interpreter (Kang 2014; 
Hazard et al., 2009). 
I categorized the idea of taking on the experience of the patient or ‘holding the 
space’, as phenomenology as informed by works of Sharon Kaufman and Cheryl 
Mattingly. Clinic time versus narrative time, as defined by Mattingly, is a significant 
theme that is present in much of my data.  Birth Sisters talk about asking providers or 
encouraging their patients to ask for more time before an intervention.  Providers also 
report relying on Birth Sisters to help explain why an intervention needs to occur or not 
occur at a particular time.  Birth Sisters also express frustration at times about timing of 
intervention or lack of response from providers.  One example of this that was repeated 
included making a patient wait for the physician to push.   In terms of navigating the 
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healthcare system in a phenomenological sense more generally, Sharon Kaufman’s work 
on experiences of end of life events in hospital settings and the negotiations between 
family and providers parallels much of the of the experiences of Birth Sisters and 
laboring women in this clinical setting. A theme present in the provider interviews is the 
reliance on the Birth Sisters to ‘help women have the birth experience they want’ and to 
convey the women’s hopes to the providers.  The Birth Sisters also report feeling 
‘responsible’ for the ‘good birth’.  Kaufman’s work outlines the use of language as it 
“creates experience and emotion” (2005 16).   
Biocultural themes emerged from Birth Sister narratives in the form of a support 
person encouraging movement, especially as explained in the recent literature by Wenda 
Trevathan (1996, 2015).   Seeing supported birth in this way leads to a rethinking of 
obstetric dilemma and advances the argument that Birth Sisters are a biocultural 
adaptation to hospital birth.  By encouraging women to continue to move during labor 
and not just lay in the bed, we support a more physiologic natural birth experience. 
 Exploring the lived experiences of the Birth Sisters as they assist women in 
navigating clinical structures provides a contextualization for hospital birth.  Their stories 
illustrate more than a simple ‘retelling’ of birth narratives, they highlight and provide 
meaning beyond biomedical outcomes. 
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Chapter Four 
Social Body 
Birth Sisters provide “support and empowerment and the support sometimes is just being 
there [for the woman]….Just knowing that something was to go wrong this person has 
my back (Savannah, Birth Sister). 
 
I feel like it [having a Birth Sister] provides continuous physical and emotional support 
for them.  The info that I got when I did my L&D training was that it was on par with an 
epidural as far as analgesia if the birth sister never leaves the room which is really hard 
when you have the five day labor.  But yeah, I feel like they [patients] don’t feel so alone 
and there’s someone to just provide the support that they need especially when they’re 
laboring naturally (Andrea, nurse). 
 
Birth Sisters represent a bridge linking the biological and cultural factors present 
in childbirth within the context of birth at BMC, the largest safety-net hospital in New 
England.  Aware of the structural forces acting on the lived experiences of their patients, 
BMC provides the Birth Sisters as one way of addressing these disparities.  BMC through 
its vision to 
meet the health needs of the people of Boston and its surrounding communities by 
providing high quality comprehensive care to all, particularly mindful of the 
needs of the vulnerable populations, through our integrated delivery system, in an 
ethically and financially responsible manner”, represents the complexities of 
incorporating the political-economic processes into healing (Giving Common).  
 
Birth Sisters working at BMC, support high risk women with psychosocial risk factors 
including adolescents, homelessness, addicted women, or recent immigrants who have a 
lack of social support.  Many of these women arrive at BMC for prenatal care with 
multiple complications and challenges.  Through an analysis of the multilayers of 
support, we see how Birth Sisters act as a biocultural adaptation to hospitalized birth. The 
role of support person as seen through the experience of the Birth Sisters contextualizes 
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Table 1: Birth Sister Program client statistics 2015 
These women are predominately low-SES and minorities and as such suffer from poor 
birth outcomes (Lu et al 2010; Kozhimannil et al. 2014). There are increasing numbers of 
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the ‘social body’ defined by Scheper-Hughes and Lock as “a natural symbol for thinking 
about relationships among nature, society, and culture” (1987:6).  By supporting their 
clients physically, emotionally and practically during the prenatal, intrapartum and 
postpartum periods, Birth Sisters build connections with their clients, and oftentimes 
bridge social, physiological and cultural constraints present in the medicalized birth 
environment. 
  Many women giving birth at BMC have recently immigrated to the U.S. and 
often arrive shortly before giving birth.  Many times they have experienced labor and 
delivery of a previous child in their home countries.  Pregnant women at BMC also come 
from urban minority populations including African American women.  
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studies that examine the positive benefits of doulas working with all of these populations. 
Studies report positive outcomes for immigrant women who are provided doula services 
(Kang 2014; Maher 2012/2013; Dundek 2008; Akhavan and Edge 2012).  Additionally, 
studies focus on the positive outcomes continuous labor support has on birth and 
parenting outcomes for women who are low-SES (Hans et al 2013; Langer et al. 1998; 
Mottl-Santigo et al. 2008; Kozhimannil et al. 2013; Newton et al. 2011; Everson 2015). 
Birth Sisters are a “known and trusted member of the community and an emphasis 
is placed on the gifts that the Birth Sister brings to her community, i.e. grasp of the 
culture and the feelings of the women she serves”(Birth Sister program materials).  As 
such, they are situated to provide continuous support to women prenatally, during labor 
and post-partum. They develop a unique ‘sister-like’ relationship throughout the perinatal 
period that allows her to impact the mother’s lifestyle choices and health status of mother 
and baby” (Birth Sister program fact sheet 2013).  This relationship allows for 
conversations on difficult topics that a more formal provider may be less able to have in a 
non-threatening way.  For example, Savannah explains:  
Well, like how I like to view it is we’re the median, so we have the knowledge and 
some expertise of like what the staff would provide, providers, things like that, 
social workers, things like that. And then there’s the – it’s like your aunt, which is 
fine, being your aunt, she’s had babies. But it’s like your aunt knowing about all 
this stuff too and then you have her there. It’s like I’m family member and slash 
friend, but I’m also not provider, but I also can provide you the stuff that the staff 
would. And you might have issues with the family and I’m someone who you could 
safely tell, I’m not going to go back and tell your mother. Why would you tell your 
provider that type of stuff. So for them, it feels like we’re really like a sister type 
of relationship. Like I can tell you this.  And I know that they’re not going to go 
and tell the social worker  (Interview July 2015). 
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Additionally, Birth Sisters encourage women to seek community connections including 
new mother’s groups and breastfeeding support groups as well as making referrals to 
social service agencies (Field notes).   
 
Habitus 
In ‘Techniques of the Body’, Marcel Mauss defines ‘habitus’ beyond ‘habit or 
custom’ to encompass the ‘habits’ that “vary especially between societies, educations, 
proprieties and fashions, prestige” (1973:73).  Mauss identifies various ‘techniques of the 
body’ and includes in his examples ‘techniques of birth and obstetrics’.  He then explains 
how the normalcy of different ‘techniques’ are variable and culturally defined (79).  He 
concludes “in every society, everyone knows and has to know and learn what he has to 
do in all conditions” (85). In the context of hospital birth, there are protocols that staff 
operate under which define how they approach a laboring woman.  The woman, on the 
other hand, arrives with her knowledge about birth and her own expectations about how 
labor will progress.  At BMC, the environment of competing ‘models’ is further 
complicated by the addition of multiple languages and cultures interacting.  These 
complexities create an environment where the voice of the woman could potentially be 
lost or a hospital protocol designed to create with a biomedical understanding of safety 
for a woman and her fetus could be misunderstood by the laboring woman. 
Becker interprets Mauss’ ideas on habitus as including a maintenance of “bodily 
sensations and movements affected by culture through acquired habits and somatic tacts” 
(2004:127).  The techniques of the body can be disturbed by hospital birth interventions 
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by interrupting a woman’s knowledge system.  If a client arrives from another country 
where birth is experienced differently, she encounters a system here that is unknown to 
her.   Birth Sisters potentially make this unknown system relevant by recognizing what is 
at stake and what is important to both her client and the hospital. This interpretation 
provides a way of seeing how birth is given cultural meaning and how Birth Sisters help 
bridge those meanings.  
In Outline Theory of Practice, Bourdieu posits that habitus “brings about a unique 
integration dominated by the earliest experiences, of the experiences statistically common 
to the members of the same class” (Bourdieu 1977:87).  A person’s habitus “implies a 
sense of one’s place but also a sense of the place of others” (Bourdieu 1989:19). Swartz 
argues that Bourdieu’s concept of habitus provides an understanding that the culture of 
any group is a result of “unique integration, dominated by the earliest experiences of 
substantially common members of the same class” (Swartz 1977:104). This concept 
extends Bourdieu’s theory and provides an interpretation for the ‘individual self’ as it 
develops among a group and in relation to other groups.  The ideas and habits of a group 
are understood by other members of the group even if they come together in a different 
place.  In Righteous Dopefiend, Philippe Bourgois and Jeff Schonberg chronicle the 
experiences of heroin injectors in San Francisco.  In their ethnography, they detail the 
ways in which individuals come together and form “unlikely alliance[s] imbued with 
multiple habitus-level tensions” (253).  Bourgois and Schoenberg explain that habitus is 
“grounded historically in the collective frameworks of culture and society, misrecognized 
as “instinct,” “common sense,” or “character,” which becomes the basis for how we feel 
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things and why we act” (19).  When women arrive at the hospital in labor, the habitus of 
the patient may be in conflict with the culture of the hospital.  The Birth Sister recognizes 
these ‘habitus level conflicts’ and supports an alliance between the patient, the provider 
and the institution.  This alliance results in a more positive experience and potentially 
better outcomes for the pregnant woman. 
 In the case of the Birth Sisters at BMC, this alliance is facilitated by sharing a 
similar community or cultural background.  In interviews, participants acknowledged the 
importance of this cultural similarity, 
So sometimes there could be a cultural bridge. Some of it, some of the 
women have really, like if they had been at home, they would have had 
their female relatives with them because [that is]who we have in birth, 
and they didn't have that. And they would have no knowledge of -- and 
somehow it didn't get passed on, sort of this is what happens in labor. And 
so you would have these women who have no idea what to expect other  
than that they were supposed to have a natural childbirth and do it 
without medication. They had no idea what to expect” (Interview 6/26/15). 
 
Elizabeth describes how knowledge about birth is passed down from female relatives and 
how it becomes part of a woman’s understanding about how birth ‘should’ occur.  
Because the Birth Sister often shares a similar understanding of the meaning of birth to 
that of her client, she is able to fulfill the role of the female relatives. In addition, as a 
Birth Sister at BMC, she also has an operational knowledge of birth in a hospital setting 
that she also conveys to her client. As a known and respected member of the hospital 
staff, Birth Sisters have a social capital they share with their clients through this transfer 
of knowledge.   This transfer occurs because of the habitus a Birth Sister shares with her 
client and completes this woman’s learning about birth. Additionally, this sharing of 
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‘social capital’ augments a laboring woman’s existing habitus to include knowledge 
about birthing process in a medicalized environment.  Wacquant describes Bourdieu’s 
use of capital as “any resource effective in a given social arena that enables one to 
appropriate the specific profits arising out of participation and contest in it” (2006:7).  
Social capital, therefore, is the “resources accrued by virtue of membership in a group” 
(Wacquant 2006:7).  Cultural capital represents “scarce symbolic goods, skills, and titles” 
(Wacquant 2006:7).   In the case of the Birth Sisters, by virtue of their ‘membership’ in 
each group (provider and patient), and skills in providing labor in a hospital, they act as a 
bridge between the two.  
Some Birth Sisters expressed an interest in working at BMC as a result of their 
own immigration and birth experiences.  Mary, Naima and Liza shared birth stories that 
included the importance of having social support when they gave birth in the U.S. shortly 
after immigrating. They not only relate to the experience but also act as a buffer for the 
women as they settle into their new communities.  Liza explains:  
I think it’s like having Birth Sister, I think it’s a, especially from another country, 
you know like culturally, um makes a huge difference but you’re there not only for 
the birth but prenatally, you are teaching all different things, you know like I have 
teached some of the mothers how to get the bus from here to there. I like to teach 
them how to go to the store, you know prenatally help them with to make the  
right choices with food, you know like I think it is just overall we help them for the 
whole life for the family, for a long time. You know like two weeks ago I think like 
I saw a mother I helped her like 12 years ago (Interview 6/1/15). 
 
By getting to know patients and sharing immigration stories or childbirth stories, 
women find a sense of community when they meet other women with a familiar habitus.  
Birth Sisters report that they often feel like part of the family and that their clients treat 
them that way forming a type of ‘provisional’ family relationship.  In her Master’s thesis, 
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“Developing a Sense of Belonging: The Immigration Experience of Latin American 
Women in Boston”, Vivian Laurens explored the experiences of Latina women who had 
recently immigrated to Boston.  Some of her informants who gave birth at BMC were 
assigned a Birth Sister.  In her chapter, Pregnancy, Family and Healthcare, Laurens 
found that “Birth Sisters played the role that family and community played in their home 
countries” (2012:58).  For some of her participants this was the only source of support 
that they had.   
Many Birth Sisters stay in touch with clients over the years and will sometimes 
attend subsequent births —developing a sense of ‘provisional’ sisterhood. Racquel 
explained to me how she collects clothes and baby equipment from former clients and 
friends so that when she has a new client who has a need, she can help her (Interview 
7/24/15).  One of Laurens’ informants explained that the support was very helpful for her 
and that the woman [Birth Sister] would bring “a little gift, like a bib, pacifier, or baby t-
shirts” every time she came over (58).  
 I had one client who had recently migrated to Boston and did not speak English 
and had very few social connections and no family here.  She had not had a Birth Sister 
for birth but at her postpartum visit, the midwife noticed she was suffering from 
depression and placed a referral request for a Birth Sister.  After receiving the 
assignment, I spent an afternoon with her speaking in French about her birth and helping 
her to assemble the baby’s crib and fold clothes.  She served me tea and cookies.  We 
spoke about birth in her home country, Morocco, and about how lonely and isolated she 
felt being here. I shared my experiences of having my children here away from my family 
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and how lonely I felt and acknowledged the difficulty of having a baby with no family 
available to help.  Sometimes our relationships with our clients develop out of a new 
habitus based not on culture but on the shared experience of being a new mother and 
understanding what that transformation can mean. 
 
 
Bridging Birth 
 ~ and I think it is a help for a lifetime (Birth Sister) 
 
As employees of the hospital, Birth Sisters are knowledgeable in the procedures 
and practices of hospital birth that they can offer to their clients.  They are also members 
of the hospital community and known both as a group and individually to providers.  
Unlike many more traditional doula programs, they have a cultural awareness of the 
specific populations they usually work with which allows them to uniquely offer 
information to their clients.  Acting as a bridge they are also positioned to provide 
“cultural translation” for the hospital staff and providers that can make a difference in 
how women experience their labor and birth (Dr. Paul Interview 5/26/15).  In some cases 
it can even facilitate a birth for women who are struggling with the medicalized 
environment. Liza recounts the story of a mother who had recently arrived from El 
Salvador: 
 They don ‘t know anything about it. You know, they are not 
used to, they uh, I remember I had a mother, who I met her prenatally and she 
told me how she wanted it and how she was you know to have the babies. And 
then by the time she went to give birth I explained to her how ((it is here)) and 
how its gonna be- regulations they have and everything. (Interview 6/1/15). 
 
Meeting patients during prenatal visits allows Birth Sisters to educate women about not 
only how labor progresses but also for women new to birth in the US, how the hospital 
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functions. They go over questions that women may want to ask their providers as well as 
discussing birthing preferences and choices. Because Liza had met with the mother and 
developed a relationship of trust, she could have a conversation with her while she was in 
labor about how the woman was feeling.  
And I remember that you know that she for a long time, you know like she wasn’t 
progressing, she wasn’t progressing. And then it was time for her, she was fully 
dilated and I mean she couldn’t have the baby and I asked her ‘why do you think 
this is happening?’ ‘You had three kids in El Salvador, what’s going on, you know 
what is happening here, what in different?’ And then she told me it was too many 
people. She said ‘I can not have my baby with all these people watching 
me.’(Interview 6/1/15) 
 
BMC is a teaching institution meaning there can be many people in the delivery room 
during the pushing phase of labor.  Birth Sisters work closely with both the providers and 
patients to help navigate the birth space.  
Liza: So, I uh talked to the midwife and I told her you know what she told me and 
then, cuz there was students and it was you know all these people around so I then 
I uh talked to the midwife and I told her and I asked her if it is ok just the midwife 
and me? And said ‘yeah’ and so everybody got out and then like 15 minutes later 
baby was born. So she just lay, and she told me ‘you know I like to have my 
babies on the floor, kneeled down.’ So I said ok, you know we just put a 
something on the floor and the midwife was there. And she just got off the bed and 
got on her hands and knees and she pushed the baby out. (Interview 6/1/15) 
 
In this example, the Birth Sister was able to help this mother advocate for what she knew 
she needed biologically and culturally to safely give birth. 
 
Anthropologists and other researchers study roles of support in the labor and 
delivery experience and find a benefit to continuous labor support (Kennell and Klaus 
1991; Deitrick and Draves 2008; McCourt 2006; Campero, 1998; Jordan 1993; Kitzinger 
1995).  Deitrick concludes that the “concept of social support is important when 
	  	   73 
discussing support during pregnancy and childbirth since how a woman copes with 
stressors in her life during the intrapartum period can impact her confidence and feelings 
of self worth as well as her ability to parent her infant” (Deitrick 2008:399).  The need for 
support in labor is more important in the present environment where women in the United 
States predominately birth in a hospital setting without the presence of supportive female 
companions in the prenatal and birth process (Mottl-Santiago et al. 2008; Newton et al. 
2009; Kennell J et al. 1991; Klaus et al. 1986) Building on existing work, McCourt also 
proposes that hospital birth often “leaves women feeling relatively unsupported, even 
frightened, and far less satisfied than they are with domiciliary care” (2006:54).  Beyond 
providing continuous labor support for laboring women, Birth Sisters also support the 
‘needs of the institution’ by interpreting the culture of the hospital for their clients. 
The biocultural approach to understanding human behavior is well suited as a 
means to explore hospital management of childbirth labor. Current research on hospital-
based birth illustrates how hospital interventions affect various biocultural aspects of 
birth including delivery time, pain management, position change and C-sections (Bernis 
and Varea 2012; Declercq et al. 2014; Gordon et al. 1999; Gruber, Cupito, and Dobson 
2013; Bergman and Bergman 2013).  Bernis’ research in Spain supports earlier research 
by Trevathan on hospital interventions.  Trevathan concludes “it has been suggested that 
in modern populations natural adaptation is blurred because of cultural factors 
(Martin:2001).  The argument being made by these researchers is that ‘rituals’ of 
medicalized hospital birth can lead to the ‘cascade of interventions’ that interrupts natural 
adaptive processes. Birth Sisters talked about this phenomenon in our interviews.   
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Kirsten: Do you think this [interventions] leads to more C-sections? 
Liza: oh yeah. Yeah.  One intervention, you they do that and they fall more and I 
have noticed that you know? 
 
Earlier Biocultural interpretations take a “comprehensive view of humans as 
biological, social and cultural beings”. (McElroy 1990:244). In writing on New 
Biocultural Synthesis, Goodman and Leatherman argue for synthetic approaches that 
“provide an effective framework for analysis of how the processes of inequality and 
social change interact with human biologies” (1998:5). This was largely in response to 
arguments that there should be an inclusion of how “political-economic processes affect 
people’s lives and biologies” and “how people mediate these effects through their 
actions, [which] can only help further our understanding of human condition” 
(Leatherman 1996:492).  
 
Rituals of Birth Through Support  
Robbie Davis-Floyd elaborates on the ritualized process of medicalized birth 
process in the U.S. arguing “obstetrical procedures can be understood as rituals that 
facilitate the internalization of cultural values. These procedures are “patterned, repetitive 
and profoundly symbolic, communicating messages concerning our culture’s deepest 
beliefs about the necessity for cultural control of natural processes” (Davis-Floyd 
1994:340).  Bergman’s work on birthing choices highlights how birthing routines in 
modern hospitals disrupt biological processes of natural physiologic labor (2013:9). For 
example, the ‘cascade of interventions’ including inductions, lack of encouragement to 
change positions and epidurals can lead to increased rates of unnecessary C-sections 
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(Declercq et al. 2014).  At BMC, Birth Sisters working with providers can help to 
empower women to experience labor in supported environment that provides them with 
education and choice about how they will choose to give birth.     
One area to explore this interaction is in the role of support offered to pregnant 
women during pregnancy as well as during labor delivery and postpartum. Although 
there is much recent literature on the various roles of support in childbirth on healthcare 
outcomes, Christine McCourt builds on earlier studies of the role of social support 
(Schaefer, Coyne and Lazarus 1981; Collins 1993).  She breaks it down into 3 distinct 
categories: emotional, informational and practical or tangible support (McCourt 2006: 
59). Additionally, she explains that  
studies of women’s experiences and perceptions of pregnancy and birth have 
consistently shown that women across a wide span of time and place see 
supportive maternity care as including good communication –not only being 
given information but also being listened to and able to discuss their concerns and 
options; being treated as individuals, having a sense of choice and control over 
what happens to them as well as trust and confidence in the competence of 
professionals. (2006:59)   
 
McCourt further categorizes support into formal or professional and informal or family 
friend, neighbors community groups. She reminds us 
professionals are not the main source of social support for women becoming 
mothers.  On the whole studies which specifically targeted extra support on 
women who lack good levels of informal support or who had particular needs for 
support have tended to show great positive impact. (2006:59) 
 
Birth Sisters sit in the intersection of informal and formal support; they are 
simultaneously employees of the hospital and members of the community. 
Birth Sisters also play “an important role in supporting the positive childbearing 
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traditions of the mother’s culture” (Birth Sister program sheet n.d.).  Birth Sisters as such 
provide support on the three levels characterized by McCourt above including emotional, 
practical and informational support.   Trevathan also explains that throughout human 
evolution women were attended during birth making modern obstetric practices isolating 
for women and many women in Western nations complain that “their emotional and 
social needs during labor and delivery are not met”. (Trevathan and McKenna 1994: 92). 
 
Types of Support  
 
  
I asked Birth Sisters and providers about how they see the role of the Birth Sister in terms 
of support.  The informants concurred that continuous support provided by BS enriched 
the experience and contributed to positive outcomes. 
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Mary:  Well I tell that to every woman that every woman should have a doula 
because it is a woman to woman connection being there for another and REALLY 
it makes a difference (Interview 5/21/15). 
 
Marjolene: birth sisters is very helpful, it's a very support, it's a supportive, it's a 
very supportive help” (Interview 8/10/15). 
 
Lola, a L&D nurse: If I were to compare someone going natural versus not 
natural, I feel like someone with a birth sister is more likely to go through with it 
because they have the necessary support to go through with it (Interview 
7/16/15). 
 
Even when labor does not progress as providers and birth sisters expected there remains 
an emphasis on the importance of continuous one on one support with a trained birth 
professional: 
Andrea: “I mean, there's some who have had to go for C-sections when they 
didn't want to and sometimes the birth sister is the only one who goes into the 
operating room with them, so that's a really nice support person to have, even 
through a labor that doesn't go the way you expected it to (Interview 7/16/15). 
 
Especially in the event of an unplanned C-section, Birth Sisters process the event with 
these women directly after the procedure but continue to meet with the women 
postpartum and help women to communicate and acknowledge their feelings.  For 
example, our monthly Birth Sister meetings are filled with moments of discussing births 
that end in C-sections.   
Wednesday told us about a patient today who having her first baby at 35.  She 
had a long list of all of things she didn’t want and then she ended up with an 
emergency C-section.  Wednesday met with her postpartum to help her ‘unpack’ 
emotional piece.  She [the patient] said “she wasn’t alone”, “she was happy” 
“wanted a friendly face to be there” (Field notes). 
 
 
Emotional Support  
 
McCourt building on the work of Schaefer, Coyne and Lazarus (1981:385-386) 
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finds emotional support as the most commonly recognized type of support.  She defines it 
as “a warm or caring relationship, and one which conveys esteem, but emotional support 
may be as simple as presence or companionship and willingness to listen” (59).  
Emotional support emerges as a dominant theme in my research and Birth Sisters report 
many examples of providing emotional support.  Referrals are usually made enough in 
advance for Birth Sisters to meet their patients at least once prenatally.  During these 
visits, women are encouraged to discuss any concerns or questions they may have about 
their pregnancy, labor or postpartum issues including breastfeeding and self-care.   
 
Liza reported in response to my question about the types of support BS provide:  
 
you know physical and emotional support and they like they so scared about it, 
just having somebody they know, they met before, having somebody there to 
support them. I feel like it’s very very helpful for them. Because because to take 
out that scary, out of their mind because they have someone who’s going to be 
there to look out for them, take care of them. (Interview 6/1/15) 
 
Often emotional support comes in the form of unspoken gestures or touch.  During the 
difficult moments of a labor or during a C-section I will sit at the mother’s head and 
stroke her forehead.  There is a connection and an immediate release of tension. McElroy 
discusses how “touch is another modality that can induce relaxation and reduce pain” 
(1990: 256).  In my Field notes I write about one patient having an unplanned Cesarean 
birth “ she was quite uncomfortable- very quiet- tense/held body, had to continuously 
remind her to breath-massage forehead” (Field notes September 2015).  When speaking 
with Raquel, a Birth Sister, about her experiences of supporting women she reached over 
and rubbed my arm to illustrate how she uses touch in support of a laboring women: “I 
like when she’s in active labor to stay next to her and do that, hug her, say you can do” 
	  	   79 
(Interview7/24/15).   
Andrea, a labor and delivery nurse, shared how she sees the Birth Sisters providing 
support: 
 
And the birth sisters are there for the mother, so they're there to be that person. 
Whatever they need emotionally and physically to support them and carry them 
through the process, that's what they're doing  (interview 7/16/15). 
 
Additional components of emotional support include a warm caring relationship that 
conveys esteem and allows the woman to feel heard in her prenatal, labor and post-
partum needs.  Jackie, a Birth Sister, said  
That’s a good experience, just helping them, coaching; just being there with them 
makes a difference, which I didn’t…because you know how at first with a stranger 
and then I could make a difference (Interview 7/13/15). 
 
Lola, a nurse responded “I feel like it provides one-on-one care”. It allows for a 
relationship to build trust. 
Even when birth has an unexpected or unhappy outcome like a fetal demise, the 
Birth Sister supports the mom and the family.  Many of the Birth sisters I spoke with 
discuss this experience and the role that their support played in helping the mother or 
parents process the loss.  Liza remembers one mother who lost her baby: 
I mean I gave her the emotional support, just holding her hand, you know,  just 
letting her know it wasn’t her fault because she kept blaming herself, 
you know, ‘oh if I didn’t do that maybe my baby was ok’ you know ‘I shouldn’t 
done that’.   So just you know to make sure that she wouldn’t blame herself 
because you know that is was natural. It was something happened and it 
happened not because she did something wrong. 
 
I asked Liza if she thought that her support role helped the grieving mother process her 
pain, or helped her feel differently about it.  Liza responded:  
Yeah, uh she because I went to see her, you know kept visiting her, you know I did 
more visits than usual with her. She told me she remembered like she kept 
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blaming herself before and like me talking to her, she said ‘you know I finally 
realize it’s nothing that I did wrong’ so uh you know that was good (Interview 
6/1/15) 
 
One of my first patients as a Birth Sister was a 19 year-old young woman 
finishing high school as she awaited the birth of her son. Her providers knew that the 
baby had serious anomalies and would most likely not be viable at birth.  Although the 
woman and her partner were counseled on termination and provided with all of the 
information, it was very important to them that they meet their unborn son.  A birth plan 
was made that provided for no interventions when the baby was born; that he would be 
given straight to his mother.  She was induced on her due date.  I visited her daily in the 
hospital during this induction and we spent hours walking the corridors and sitting 
outside in the hospital courtyard discussing what labor would be like, about her hopes for 
the future and praying.  When her son was born, the lights were dim and there was very 
soft music playing and this small being emerged, not able to survive outside his mother. 
She reached down and pulled his limp body onto her chest, quietly questioning, “he 
breathed,” and to her partner she said,” “look our son, how beautiful.”  We all stood 
around this young family, tears streaming down our faces and with the hospital chaplain, 
blessed this small being as he passed through his parents’ lives.  Although this was an 
incredibly tragic event, this woman felt empowered, she had made the choices she needed 
to for herself and received the emotional support necessary to process this devastating 
event.   
Melissa Cheyney addresses this issue of patient autonomy and professional ethics 
in her work on the divide between home birth and hospital birth.  She builds on the idea 
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of the “medical imaginary” presented by Mary-Jo Delvecchio Good to introduce the idea 
of the “obstetric imaginary” (Cheyney 2015:37).  Cheyney argues that the “obstetric 
imaginary” lends support to the “widely held belief that the massive application of U.S.-
style obstetric technology in the birthplace will improve care, save lives and reduce 
maternal and neonatal suffering” (2015:37).  In the case she presented, the ethics and 
judgment of a homebirth midwife were questioned when the midwife attended a 
homebirth for an infant with a known fetal anomaly (Cheyney 2015: 36).  Like the 
parents in Cheyney’s commentary, my client and her partner wanted to carry their unborn 
child to term and give him a birth—and if necessary, a death— surrounded by family 
who loved him.  This young mother and her partner composed a plan for how they 
wanted his birth to proceed.  Her providers, physicians and midwives, supported her plan.  
However, when the actual moment for the birth arrived, residents and a team of 
physicians arrived ready to take medical action, or to bring the biomedical/technological 
apparatus5 into the birth space including ‘life-saving measures’.  It was the Birth Sisters, 
midwives and nurses who had been caring for this mother who reminded the physician 
led ‘medical’ team of her wish for a peaceful birth with no interventions-no heroic 
medicine.  We negotiated the space that allowed her to have the ‘natural’ birth and 
ultimately the death of her son that she desired.  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  5	  Agamben draws on Foucault’s use of the ‘apparatus’ as a network between a 
heterogeneous set of elements; having a “concrete strategic function and always located 
in a power relation”; and “appears at the intersection of power relations and relations of 
knowledge” (2009:2-3).  In the context of hospital birth, the technological or biomedical 
knowledge of the providers working in the institution is often opposed to the knowledge 
or desires of the laboring woman.  These competing knowledge systems create a power 
differential in the hospital setting.	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Informational Support and Coping Behaviors 
 
Birth Sisters support reduces stress of the laboring woman through a mediation of 
the interaction of physiological, emotional and structural stressors present in labor and 
delivery. Biocultural synthesis “focuses on coping behavior within context of political-
ecological systems” (Armelagos, Leatherman et al. 1992: 40).  Leatherman concludes 
“studies of psychosocial stress that fail to explore the social and structural roots of the 
oppression and discrimination that lead to frustration, hopelessness, or despair (and 
physiological stress) in marginalized groups, similarly take such social contests as a 
given, and fail to address the experiential and humanistic side of lived realities” 
(2005:49).  Chapter Five will examine these ‘lived realities’ and Chapter Six will detail 
structural issues.  In this section, I explore the connections Birth Sisters make with their 
clients that lead to a decrease in anxiety and fear and improves psychosocial outcomes. 
Several studies document the role of continuous support by trained support person 
during labor for women suffering from fear and anxiety (Alehagen and Wijma 2001; 
Ford and Ayers 2009). Anxiety, fear, or negative mood were reduced for women with 
continuous labor support during birth. Additionally studies indicate that women with this 
support have an increased sense of control over the birth process.  This sense of agency 
and empowerment could contribute to decreased levels of postpartum mental health 
outcomes (Ford and Ayers 2009: 264). McCourt builds on Ford and Ayers to argue that 
agency is found in improved positive choice making and an increase in person sense of 
control (2006:59). Birth Sisters often deliver support on this level addressing the 
psychosocial needs of the mother.  McElroy finds touch to be “another modality that can 
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induce relaxation and reduce pain” (1990:256).  By introducing methods of touch and 
relaxation including meditation, chanting and prayer, Birth Sisters empower their clients 
with the agency to apply what McElroy finds is “biocultural techniques in which symbols 
and rituals affect physiology, reduce stress, and facilitate labor” (256).  Several of the 
Birth Sisters shared stories of praying either silently or with their clients.  Elizabeth 
shared  
There was this one lady who was having this back labor and had stalled out at 
five centimeters.  And so I put her on the birthing ball and I just, I remember just 
resting my hands on her back and praying.  And all of a sudden she leaps up form 
the birthing ballad n says, the baby is coming (Interview6/26/15). 
Other Birth Sisters encourage their clients to lean on them while walking and to share 
how they are feeling and any specific needs they are experiencing.  
As noted earlier, many of the mothers who Birth Sisters serve struggle with 
factors that lead to increased stress and fear and anxiety. This level of support is therefore 
important for these women who are predominately: 
representative of the multicultural, low income populations served by BMC’s 
maternity service….socially isolated mothers, those in domestic violence 
situations, those who will have infants with significant medical problems, and 
families with other complex psychosocial issues. (Birth Sisters Program Fact 
Sheet 2013) 
 
Among the most complicated births that Birth Sisters discuss are mothers in recovery for 
drug addiction, babies who have major fetal anomalies, and women who experience 
domestic violence or trafficking as well as women who are socially isolated. These 
women often exhibit high levels of stress and anxiety.  For these patients, Birth Sisters 
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provide important support beyond the labor.  They may refer them to local church for 
meals or food pantry services, help them find a lawyer, buy them a meal, or introduce 
them to a social group.  Most importantly, by being a member of the community and 
engaging with women outside of the hospital, they gain their client’s trust. 
 
Patients like any other 
One of the programs that BMC offers and that Birth Sisters are involved with is 
Project EMPOWER (PE).  This is a program for women on methadone maintenance 
therapy during their pregnancies.  Like other patients receiving their care at BMC or 
affiliated health clinics, these women are referred to the Birth Sister program by their 
providers.  During our interview, Dr. Copeland explained, “if you can think of anyone 
who would need a birth coach, a recovery coach, I think it is these people.” (Interview 
7/9/15).  For these women there is often increased anxiety, fear, past history of trauma, 
homelessness, questions of next steps for recovery, complicated social and family 
networks, and ultimately fear of losing their baby to the system.  Birth Sisters act as an 
advocate, and provide guidance that help empower these women to navigate the larger 
structural systems of the hospital as well as social services.  Dr. Copeland shares,  
I just loved it when the Birth Sister would come to the clinic, to meet the patient, 
you know.”  The Birth Sister can meet the patient in the clinic and be that “coach 
role” and help her navigate all the information she is provided, in addition to 
simply listening to what is going on for her.  And further that the patient is not 
alone and has someone who she can talk who isn’t going to judge her (Interview 
7/9/15).  
 
The relationship that Birth Sisters develop with their clients differs from a therapeutic 
alliance these women have with providers.  
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Lena, a BS who worked over the years with many PE patients said [I] 
don’t treat them any different than a regular one except they need different care. 
Something to keep them busy and positive and then uh, give them all the 
guidelines that they need.  And uh, just be on top of them because that is what 
they need When they sit there talking to you, they just like a normal patient and 
they will tell you a story (Interview 6/23/15). 
 
Mary, another long term BS talking about the connection she develops with her 
methadone patients: 
what I found with my methadone clinic patients that they uh, we had a very good 
connection and they become kind of scared in the hospital because everybody was 
going to chase them like get urine test, you here, and they will trust us more.  
Trust me and be more comfortable and talking (Interview 5/21/15). 
 
Birth Sisters provide not only continuous labor support but also develop connections and 
model positive relationship development. Lena expresses a distinction between these 
patients and a ‘normal patient’.  She differentiates these patients as ‘like normal’ to 
explain that a particular woman part of a specific group or program at the hospital.  Birth 
Sisters are often matched ethnically and culturally with clients; however this is not 
always possible.  Women from cultures not represented by Birth Sisters, women on 
methadone treatment, women facing fetal demise, and adolescents are served by Birth 
Sisters who do not necessarily have personal experience with these particular ‘cultural 
groups’.  However, all Birth Sisters are specifically trained to work with the various high 
risk situations seen in particular populations at this specific institution.  Mary highlights 
how Birth Sisters gain trust of these populations of women by being a non-judgmental 
presence in their lives.  
Rachel, a woman in her mid-20s and a PE patient was withdrawn, angry, 
defensive and suffering from incredible anxiety and stress when I first met her in the 
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clinic.  Once I spent time just listening to Rachel and she realized that I was present 
simply to support her, she allowed some of her feeling of vulnerability and fear to present 
itself. During our initial meeting, it became clear that losing her unborn son was a fear 
controlling all of her current actions.  She expressed how she had been ‘in and out’ of the 
foster system as a child and she emphatically did not want this for her son.  She was 
confused, felt extremely alone and was angry.  But she also expressed hope—she was 
already on the waitlist for residential recovery facilities, wanted to go back to school and 
become a nurse or work in counseling and maybe have another child that she ‘could 
keep’ someday.  I recorded in my notes after this meeting how “she is ‘othered’ as a birth 
mother especially as a drug addict.  Although it seems people in the clinic are treating her 
well she feels discriminated against” (Field notes).  Thus, my interactions with her fulfill 
the role of emotional support, including the “ability of a person to confide in and rely on 
another (Deitrick and Draves 2008: 404) For the patients in the context of the PE 
program, as for many of the women with increased psychosocial needs, this is an area 
that has been missing for many of them. As Birth Sisters we are trained to meet all 
women with compassion and empathy. 
Adolescent mothers are also referred to the program.  These young women often 
need a friend and an older sister role model.  For these clients, Birth Sisters model 
positive interactions, and for many of them begin to build their confidence so they can 
parent from a place of strength.  Birth Sisters report that these young women are often 
defensive when they first meet them in the clinic.  However, when they realize that they 
can trust the Birth Sister and that the Birth Sister does not pass judgment on them, they 
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receive the support the Birth Sister offers and they often build strong connections.  Lisa 
told me that she keeps relationships with her ‘girls’ long after they give birth and that 
they stay in touch on social media (Field notes).  Recent scholarship has also identified 
positive effects on teen pregnancy outcomes in programs providing teens with doula 
support (Everson 2015; Rowher 2014; Hans et al. 2013).  Everson found “the potential 
for doula care, as a targeted form of social support, to advance health equity and long-
term social well-being for young mothers and their families” (Everson 2015: 1;). I saw a 
former client of the program in the clinic with her two-year old daughter during my 
fieldwork.  She told me that having a Birth Sister when she was pregnant was a great 
experience.  It felt to her at the time she was pregnant that no one else understood her and 
that the Birth Sister was ‘there for her’ and she could call the Birth Sister who would 
meet her just to talk about how she was feeling or would take her shopping and do the 
things an older sister would do (Field notes November 2015).  This young mother 
finished high school, and is currently parenting as a single mom, attending college and 
working (Field notes July 2015).   
 
Physical Support 
 McCourt categorizes physical support under practical or tangible support to 
include “physical comfort measures during labour and birth, or practical support for 
breastfeeding” (2006:59).  Deitrick and Draves created a taxonomy of doula support 
during labor and provide physical comfort measure including massage, birthing ball, 
wiped forehead, and held hand; and a separate category for physical assistance including 
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breathing, relaxation and providing ice chips (Deitrick and Draves 2008:403).  Birth 
Sisters provide physical support and providers as well as Birth Sisters report how this 
support facilitates labor.  Lola, a labor and delivery nurse explains: “They'll hold the leg 
or they'll do the ice chips or they'll get water or stuff” (Interview 7/16/15). 
Liza shares:  
 I have used it and then I have the fan too and the aromatherapy and 
music to relax, um, a lot of the massage, you know like when they have 
back labor, um what else, you know just like keep them nourished you 
know like WATER (Interview 6/1/15). 
 
Although many women may be accompanied by a partner in labor, studies 
indicate that doulas “touched the laboring women more than 95% of the time compared 
with less than 20 % by male partners” (Kennell et al. 1991:2200).  In my fieldwork as a 
Birth Sister, I observed these interactions with partners.  In this setting, if the birthing 
mother is a primipara (first time pregnancy) partners are often nervous, unsure, and seek 
assistance for how best to support their laboring partner.  Other Birth Sisters confirm my 
observations.  For example, Jackie shares how she supports partners: “And mostly I use 
the hot pack, get the husband to massage it like that and the ball” (Interview 7/13/15).  
She further explains how she encourages the husband,  
because sometimes they don’t - - or they’re afraid to…they don’t know how to 
help their wife, so I just lead them and tell them what to do. They like that too, the 
support, because cultural sometimes - - the guys, they don’t want to do anything. 
They just want to sit back, but I will tell them, ‘Do this. Rub this.” Or how to 
hold…yeah they like that. I tell them to hold their wife hand because they 
feel…the wife like that when I tell them that (Interview 7/13/15). 
 
In Campero’s work physical support included giving massages, holding hands and gently 
caressing the woman as well as taking the “most comfortable position possible” 
(Campero et al. 1998:397).  An important component of physical support often includes 
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encouragement in changing position during labor.   
Birth Sisters detail the various ways they incorporate movement and positions 
change even in the event of an epidural.  Mary highlights her support role with an 
epidural “Because you can do hands and knees and you can do side by side a (Interview 
5/21/15).  For patients who do not receive an epidural, Mary utilizes “Walking and 
shower. Birthing ball. Tub I used it a couple of times” (Interview 5/21/15).  Among other 
positive benefits, studies have shown that movement influences maternal position 
changes and outcomes.  Positive outcomes included “decreased maternal pain, facilitation 
of maternal fetal circulation, quality of uterine contraction decreased length of labor, 
facilitation of fetal descent” (Zwelling 2010:73).  
During a monthly meeting one Birth Sister talked about a challenging birth with a 
teen mother who struggled emotionally with the pain.  This Birth Sister shared that she 
encouraged the mother to get up and dance. She energetically demonstrated for us, while 
saying “I had never danced a baby out before” (Field notes April 2015).  As with other 
forms of support, Birth Sisters follow their client’s lead in terms comfort level with 
natural intervention.  They interact with women creatively to facilitate decreased use of 
interventions. 
Through their support, Birth Sisters are able to mediate the effects of medicalized 
rituals found in hospital birthing rooms including the habit of women remaining reclined 
in bed.  During my fieldwork, I observed that when I arrived to most births, my clients 
were in bed, being monitored by electronic fetal monitoring.  This monitoring requires 
elastic bands around a woman’s abdomen and has long cords attached to a machine by 
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her bedside.  The baby’s heart rate and strength of contractions are traced on the machine.  
Many of the women I attended also had an IV inserted in hand on admission.  Even when 
this was not attached to a medication, it still required extra planning when getting in 
shower or tub and it causes many women increased discomfort at the site of the 
placement.  In the context of Birth Sister support this is important to note because of 
institutional constraints that limit when we can arrive for a labor.  My Field notes 
document moments of my own and Birth Sister’s embodied frustration of arriving to a 
birth when a woman has already been administered an epidural.  Although Birth Sisters 
do not make decisions for their client, they can educate her about her options as well as 
encourage her to advocate for herself.  Many of our clients need the extra encouragement 
to express their own expectations to providers.  A woman’s labor experience is greatly 
influenced by the particular labor and delivery nurse. Birth Sisters talk about their 
relationships with particular nurses who are less helpful and less supportive of movement 
and position changes.  However, they also share stories of great relationships with nurses 
who support all of their natural interventions and encourage the client to advocate for 
herself. 
In explaining the structure of hospital birth, Simkin finds “such factors as lack of 
space to walk, lack of encouragement by staff, the routine use of devices that connect the 
woman to machines and poles, and medications that render it unsafe for a woman to be 
out of bed create an environment that discourages freedom to seek comfort through 
movement” (Simkin and O’Hara 2002:S151).  Most of the nurses who I worked with 
were supportive of women moving during labor.  However, I often felt like I was asking 
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for a favor or somehow inconveniencing them. There are many clinical responsibilities 
that nurses have in the context of modern U.S. hospital birth that keep them from 
providing one to one support focused on the laboring woman.  In this setting, labor 
support like the Birth Sisters is important.  Elaine Zwelling (2010) writes on facilitating 
labor progress by highlighting the advantages of movement and positioning on pain 
management.  She summarizes previous studies and finds that women who remained 
upright were less likely to receive epidurals (73).  Savannah told me about a birth she had 
where her client was in the bathroom when she felt the urge to push.  While walking from 
the bathroom back to the bed, she squatted the whole way, barely making it to the bed for 
delivery (Interview 7/3/15).  Savannah explained that she felt keeping the woman up and 
allowing her to move facilitated her natural labor to progress. 
Position changes even once a woman has received an epidural are also featured as 
an important factor is assisting a vaginal birth.  This was particularly pronounced in the 
births I attended which were a trial of labor after a cesarean section (TOLAC).  Often 
women reach the point where their previous labor ‘stalled’ and begin to panic.  By 
keeping them moving in the bed (if their movement is restricted due to an intervention) or 
walking, using the shower or the ball, their present labors continued to progress and they 
delivered vaginally.  Some births I have attended, women have spent hours in the shower, 
sitting, standing and swaying. Often women look at me bewildered when I suggest the 
shower will make a significant difference.  I have been at births where once a woman 
tries the shower, she does not want to come out.  Many nurses support this natural 
intervention but there are still some with whom I experience tension with over how long 
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a woman can remain in the shower.  The nurses need to be able to monitor the woman 
and the fetus which can be more difficult if the woman are in the shower.  There are 
portable monitors that could be used to monitor women in the shower but they often do 
not work or are in use by another patient.   
One of the earliest births I recorded during my fieldwork was a natural 
physiologic birth.  This mother faced extreme anxiety and fear around childbirth.  This 
was her third pregnancy and she had had a Birth Sister for her second child as well.   
When we arrived this mother was progressing well and following the cues of her 
body.  She would hold on to us or her partner and sway during contraction and 
then sit quietly on the edge of the bed between.  The room was peaceful, there was 
only intermittent monitoring so the drone of the machines was not white noise in 
the background.  It was early morning and the sun was rising as she continued 
following the urges of her body.  We had only been with her for about an hour 
when she began to feel pressure and the urge to push.  She did not want to get 
into the bed.  The midwife came to check in and said she could continue standing 
or however she was comfortable.  Moments later her water broke soaking the 
floor.  We placed towels below her and she continued swaying and leaning over 
the bed when the contractions came and the pressure increased.  As with many 
births at our hospital, the resident came with the midwife for the delivery.  The 
midwife got the birth stool (this is how a provider positions themselves when the 
mother is out of the bed) and offered it to the resident for delivering the baby.  
When her body told her it was time, she began to bear down.  I stood on the 
opposite side of the bed holding her hand and verbally reassuring her but she was 
operating alone.  The head emerged and they instructed her to push, but slowly.  
With a couple of additional pushes, the midwife told her to reach down and take 
her baby. (Field notes) 
Her son emerged into this world in his mother’s hands.  She reached down and brought 
him to rest on the bed and then cut the cord.  The resident, nurse and I just stood by in 
awe of this natural and magnificent moment.  Even though in my mind she had done this 
all herself, she turned to me with gratitude and said our support gave her the confidence 
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to listen to her body. 
In this chapter, I framed the multilayers of intrapartum support Birth Sisters 
provide.  The various types of support detailed in this chapter mitigate the particular 
factors found in hospital birth which can lead the ‘cascade of interventions’ and poor 
maternal and fetal outcomes.  This support is witnessed through the relationships forged 
between birth sister and their clients.  A ‘social body’ emerges as Birth Sisters interact 
with their clients to bridge the space and culture of the hospital birth.  The following 
chapter further explores the lived experiences and habitus of these individual actors.  
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Chapter Five 
Individual Body-Self 
 
“Birth takes a woman’s deepest fears about herself and shows her that she is stronger 
than them”~author unknown 
 
 
In Chapter Four, I situated Birth Sister support in the context of bridging 
biological and cultural factors present in a hospital birth.   In this chapter, I turn to an 
analysis of the lived experience of the ‘individual body-self’ (Lock and Scheper-Hughes) 
of both the Birth Sister and her client.  This analysis exposes the ways in which Birth 
Sisters’ intimate knowledge of patient lives allows them to address a patient’s specific 
needs during labor.  Further, their understanding of the needs of both their clients and the 
hospital creates a narrative to explore the ways in which laboring women encounter 
pregnancy and birth in a hospital setting.  The relationship between a woman and the staff 
attending a birth, including providers and Birth Sisters, plays a significant role in shaping 
how a woman feels about her birth and herself as she embarks on motherhood. Lundgren 
describes how memories of childbirth may follow a woman throughout life, and that the 
quality of the experience may impact the future well-being of the woman and child 
(2004: 368). 
 
 
Clinic time versus Narrative time 
 
Cheryl Mattingly’s construction of clinic time versus narrative time provides one 
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way of understanding the differences between provider/patient and Birth Sister/client 
relationships.  In her work, Paradox of Hope, Mattingly grounds her analysis in the 
individual lived experiences of the families of children with chronic or terminal health 
conditions whom she follows.  By applying narrative theory, Mattingly illustrates how 
‘narrative’ is configured on an individual level through an analysis of clinic time 
juxtaposed with narrative time (Mattingly 2010b). Mattingly argues that “[N]arrative 
time differs from biomedical time because it is actor centered rather than disease 
centered”(2010b:130).  The Birth Sister as an actor in a narrative plot puts the laboring 
women at the center of her birth experience. Wiley utilizes Mattingly’s argument to 
illustrate that narrative time then “foreground(s) the personal, intimate, singular and 
eventful qualities of social life” (Wiley 1990:7) as opposed to clinic time which 
prioritizes the end result of ‘treatment’ (Mattingly 2010).  
Breaking down the labor and delivery experience, we see Mattingly’s 
construction of narrative analysis as a “way to examine clinical life as a series of 
existential negotiations between clinicians and patients” (2010b:134).  In the context of 
hospital birth, what the patient needs or expects potentially creates a disconnect with 
values providers hold as important. She also writes that a therapeutic narrative is a short 
story in the larger life story of the patient (2010b:134). Mattingly frames her argument in 
the context of occupational therapy visits.  I apply it to the context of the relationship 
between the Birth Sister and her client during prenatal, intrapartum and postpartum 
encounters.  The healthcare providers at BMC (OBs, Midwives, Family Medicine 
physicians and nurses) operate under what Mattingly defines as clinic time. She further 
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points out that “notion of a ‘life story’ is [a] misleadingly individualistic construct as 
though we lived our stories by ourselves” (2010b:123). Birth Sister’s interactions with 
patients in the clinical context bridge the gaps between narrative and clinic time.  For 
example, Lisa explains how there are times when she has a patient who is ready to push 
but the nurse doesn’t agree.  She tells me it makes her angry and she wants to say to the 
nurse,  
it’s like you’re not listening to what the patient is saying, you’re just going with 
instincts. It’s like, “Oh, she’s not ready yet.” How do you know she’s not ready 
yet? Just like she doesn’t know she’s already telling you she wants to push but 
you’re  over there saying you’re not ready yet. So, how do you know? (Interview 
7/17/15) 
 
In this example, Lisa uses the word instinct to represent a clinical instinct.  In Lisa’s 
opinion the nurse is not acknowledging that the patient “knows her body” (Interview 
7/17/15).  Several of the Birth Sisters repeated stories similar to this one of a client 
feeling ‘ready’ to push but a nurse substituting her ‘clinical’ timetable over the intuitive 
‘knowledge’ the patient expressed.   Lock and Scheper-Hughes argue “all humans are 
endowed with a self-consciousness of mind and body, with an internal body image, and 
with what neurologists have identified as the proprioceptive or “sixth sense,” our sense of 
body self-awareness, of mind/body integration, and of being-in-the-world as separate and 
apart from other human beings” (1987).   Clinical timetables as part of the medicalization 
of childbirth can work against the intuitive sixth sense that women exhibit. 
 
 In the context of birth at BMC, clinical time is often punctuated by charting and 
monitoring labor progression leaving the experience of the laboring woman second. 
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Providers acknowledged the importance of  ‘narrative time’ in our interviews 
simultaneously acknowledging that it is often the ‘clinical time’ demands that control the 
scene of a birth.  These structural components are considered in the next chapter.  In this 
chapter, the focus is on the how the Birth Sister navigates the developing relationship 
with the patient.  By meeting clients prenatally and spending time discussing their 
preferences, feelings and understanding around labor and birth, Birth Sisters assist in 
construction of the individual birth narrative that begins before the actual birth.  Like the 
therapeutic narrative in Mattingly’s work (2010b:134), a birth narrative is part of the 
larger life story of an individual woman who will forever change as she crosses the 
borderland into motherhood.  Mattingly writes about therapeutic narrative which 
“therapeutic story gets constructed, and what voice the patient has in that story –making 
is not inconsequential” (134).  As Lena said Birth Sisters are like ‘a little angel on their 
side’. They are there to protect and guide and provide a nice, beautiful birth.6 
 The clinical providers in the hospital operate in concert with “evidenced-based 
medicine” practices.  This model does not always consider the emotional needs of the 
mother.  Dr. Henri, one OB provider, discussed this issue of clinical time:    
“That’s what I was saying about the measurable things that we can look at.  This 
is again, just an aside, but this is my rail against evidence-based medicine.  It is a 
tool.  It’s a wonderful tool.  But evidence based medicine works on things that we 
can measure.  It’s like looking for your lost keys underneath the streetlight, 
because that’s where you can see well (Interview 7/7/15).   
 
The ‘things’ that are obvious outcomes are external factors that can be quantified and 
reproduced.   These measurable outcomes are centered around clinical factors, mainly 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
6 See Chapter One. 
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looking at ways to measure the success of particular intervention or program.  Dr. Henri 
further explained: 
We look at and measure things where it’s easy to measure things.  The things that 
are less easy to measure or don’t have…whether that’s compassion or... how do 
we measure support... …They’re harder to measure.  And it doesn’t mean that 
they’re less important.  It’s just that we don’t have easy ways of measuring, so we 
don’t look at them.  And somehow then in evidence based medicine it carries less 
weight because we don’t have a data that measures its impact” (Interview 
7/7/15). 
 
‘Data driven’ results define evidenced-based medicine and are measured with a clinical  
lens.  This focus on outcomes measured in ‘clinical time’ reinforces the importance 
biomedical trained providers place on biometric driven data over patient experience.  
Birth Sisters offer these ‘unmeasurable’ factors through compassion and support.  For 
example, it is difficult to quantify pain reduction as a result of companionship and caring 
versus pain reduction from epidural or other intervention.  One way to measure pain 
reduction as a result of companionship or caregiving would require analyzing a labor 
experience in narrative time where the focus is centered on the individual-body 
experience as opposed to “biotechnological process”-centered. 
Birth Sisters assist in this patient-centered focus.  Clinical time defined by 
evidence-based medicine is measured by a biomedical system that devalues ‘the salient 
meaning’ of the illness experience for patients (Kleinman1988:9).   In the case of 
laboring women, the salient meaning of  ‘birth’ experience involves feeling a sense of 
power or agency in communicating her needs.  Kleinman argues that biomedicine fails at 
this communication and “replaces this allegedly ‘soft’ therefore devalued psychosocial 
concern with the scientifically ‘hard’ therefore overvalued technical quest for the control 
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of symptoms” (1988:9).   In the case of hospital birth, the soft or psychosocial concerns 
are found in narrative time while the scientifically ‘hard’ interpretation is represented by 
clinical time.   
My participants echoed the sentiment of ‘biomedicine failing’ to recognize the 
importance of psychosocial experience.  Many of them acknowledge that this is a place 
where Birth Sisters are particularly helpful.  As Beth, a labor and delivery nurse, told me 
second stage is really useful to have the Birth Sisters around because often the 
moms need support and they're, especially if they're really overwhelmed and the 
poor nurses start doing both charting and trying to keep the patient grounded. 
And that's the time when the Birth Sisters are really useful” (Interview).   
 
In her work, Violence of Care, Sameena Mulla details the work of sexual assault 
advocates who like Birth Sisters “facilitate conversations” between patient and nurse 
(2014:145).   These advocates like Birth Sisters work in a clinical setting that prioritizes 
the clinical gaze over the experience of the patient at that moment.  Like the forensic 
nurses who take photos and create a narrative in Mulla’s work (2014:133), labor and 
delivery nurses and providers often rely on the technology present in the room in the 
creation of their narrative for the woman.   
Liza, a Birth Sister, expressed frustration about the times when she feels that 
providers do not take the patient into account when making decisions.  
I mean like sometimes the doctor says ‘I am making these decisions’ and they’re 
like, um, how can I say it um…they are just talking and making these decisions 
and sometimes it makes it difficult for me like I am there for the mother and they 
uh just making decisions. They are not integrating the mother ….They don’t ask 
the mother, you know like they just make their own decisions and they don’t ask 
the mother if it’s ok, they just do whatever. And for me it’s very difficult for me 
because you know we talk to the mother about you have the right to do this and 
encourage her just talk, ask questions (Interview 6/1/15). 
 
	  	   100 
Liza’s ‘frustration’ with the actions of some providers in particular situations highlights 
the tension between clinic time and narrative time in the context of birth.  Liza explains 
the importance she places on ‘integrating’ a mother into the decision making process.  
She is ‘there’ for the mother.  In other words, she sees herself as participating with the 
mother through the birth process.  A narrative unfolds in the relationship that Liza 
describes.  Liza contrasts her relationship with the mother with the provider’s interaction 
with the mother.  She sees the provider’s interaction with the mother happening in 
‘clinic’ time.  The provider makes decisions based on factors that in Liza’s opinion do not 
take the mother’s desires into account.    
 
Translation 
 Birth Sisters at BMC do not act as medical translators but providers do admit to 
relying on them to help them communicate with patients.  The Birth Sister acting as a 
‘translator,’ an ‘interpreter’ or a ‘cultural translator’ emerged as predominant theme 
during analysis.  Unlike many medical interpreters, Birth Sisters understand the birth 
process as well as the practices of this specific hospital setting.  Bourdieu, in Language 
and Symbolic Power, highlights how the use of language depends on the “social position 
of the speaker which governs the access he can have to the […] legitimate speech” (109). 
The speech represents the accumulated symbolic capital of the group “which has 
delegated him and of which he is the authorized representative” (111).  In the case of 
BMC, the Birth Sister acts as an informal translator, and bridges the gap between her 
client and the hospital. She is afforded ‘social capital’ by both her client and the hospital 
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and speaks with authority of both. One midwife, Sue told me: 
the coaches [the role of labor coach] and the languages [language translation] is 
the best because sometimes in situations where the patient is in pain and doesn't 
really understand what people are talking about, and if she knows someone or has 
someone that speak and can be a liaison between the providers and that, it seems 
to really help a lot more than, I think it helps more than having -- what I'm trying 
to say is sometimes it's even better than her provider (Interview 7/10/15). 
 
Sue’s perception is that the Birth Sister is so important that she considers her to 
sometimes be more useful to the patient than the provider.  Birth Sisters translate the 
events and procedures that are taking place around a pregnancy by recognizing and 
tending to the needs of their clients.  This reciprocal sharing of ‘social capital’ bridges the 
hospital authority with the needs of the patients.  One patient in discussing the 
importance of the role Birth Sisters played in her birth said the “Birth Sister could offer 
the support that her husband could not, such as navigating the health system and offering 
interpreting services” (Laurens 2013:58).   
Andrea, a nurse, told me that she feels “closer” to her patients who have a Birth 
Sister who speaks the same language as a patient (Interview 7/16/15).  Dr. Paul also 
discusses the importance of language and cultural understanding that Birth Sisters offer: 
the patients really appreciate it.  Um I think sometimes actually while they don’t 
act as interpreters they act as translators of our culture…to have somebody else 
helping the poor patient understand WHAT is world is going on in this other 
language.  So language and cultural similarity does help a lot (Interview 
5/26/15).    
 
Again, the role of the Birth Sister as a translator is a predominant theme.  From Dr. Paul’s 
viewpoint, the Birth Sister works as ‘translator’ for the patient to explain what the staff of 
hospital is discussing or planning.  Several studies investigating the use of ‘community 
based doulas’ or interpreter/doulas report similar results (LaMancuso 2015; Maher 2012; 
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Kang 2014; Akhavan 2012; Dundek 2006).  LaMancuso and Maher studied programs 
where interpreters were trained in doula services.   Regardless of the population served, 
all of the studies concurred that doula programs are important for immigrant populations.  
Similar to my findings, they mentioned the benefit to these programs center around doula 
as ‘cultural broker’ or bridge in addition to providing necessary language translation.   
At BMC when medical procedures or interventions need to be consented, an 
‘official’ medical interpreter is used either over the phone or in person.  Birth Sisters tell 
me that women still turn to them for clarification of what is being explained.  In some 
cases Birth Sisters may not even speak the same language as the woman.  However, she 
and her family will still look to the Birth Sister for this clarification and support in 
making a decision about the procedure.   
Dr. Henri also discusses the reliance on the Birth Sisters for cultural and language 
translation:  “I think for me it is really a translation.  It’s a translation of language.  It’s a 
translation of culture.  It’s a translation of the system that we’re in” (Interview 7/27/15).  
Dr. Henri concludes that in addition to language and cultural translation, the role of 
translating ‘our system’ or in other words, the biomedical hospital system, is equally 
important.  Often when I am in a birth with a client, even English speaking clients, they 
will listen to what a provider says and then turn to me as soon as the provider leaves the 
room for a ‘translation’ of what was said.  This need for ‘translating’ ‘the system we are 
in,’ represents the interaction of different knowledge systems.  These can also be 
understood as ‘explanatory’ models. At BMC, the translation service that Birth Sisters 
provide works in both directions translating the biomedical information for the patient as 
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well as the patient concerns and expectations for the providers and hospital staff.  
 
 Explanatory Models 
Birth Sisters not only play a supportive role in framing a patient’s habitus, they 
also facilitate an understanding of the explanatory models of both patient and hospital. 
Kleinman provides a way of understanding illness experience through these explanatory 
models (Kleinman and Benson 2006). He defines them as functioning “clinically to 
ascertain what is wrong with the patient and what should be done” (Kleinman, Eisenberg 
and Good 1978:254).  These interactions between patients and providers are “transactions 
between explanatory models, transactions often involving major discrepancies in 
cognitive content as well as therapeutic values, expectations and goals” (254).  At BMC 
Birth Sisters often perform a mediating role in the exchange between providers (nurses 
and OBs and midwives) and patients.  Each of these actors operates from their own 
explanatory model. 
Models of birth based on cultural knowledge resemble models of sickness and 
health.  Both models contain beliefs and expectations that are part of a person’s cultural 
experience and cognitive being (Lazarus 1997:138).  The models develop from an 
individual’s knowledge and understanding of a process and are inseparable from “social 
relationships social experience” (138).  The model defines how the individual sees 
themselves and their role in relation to providers and the institution.  In this context, 
focusing on the belief and expectations women and their families bring to a birth informs 
ways of knowing of both the woman and the institution. During my interview with Dr. 
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Paul, he explained how a Birth Sister 
often knows the patient in a different way than the providers do and understands 
possibly some things or aspects of how she wants to be cared for and what she 
would like to do with her birth that we do not always know as we walk into the 
room (Interview 5/26/15).   
This way of knowing includes an understanding of the client’s birth model.   
Meeting patients prenatally, Birth Sisters have the time to learn about a woman’s 
model and how it fits with the model of the hospital.  During labor the Birth Sister is able 
to assist her client in negotiating the space and informing the providers or encouraging 
her to inform them what she needs to feel comfortable with her labor.  Elizabeth offers an 
example of conflicting models that she experienced with one of her clients:  
And one of the other roles that I would do is try to -- and this was very cultural, 
that deference to providers, like whatever the doctor says is good. Or that they 
would grumble about it, but not feel like they could speak up. Like one of the 
women told me at her previous birth that she should have an epidural because she 
was young, and even though she didn't want one, she got one (Interview 6/26/15). 
 
In this example, Elizabeth explains how her patient’s lack of knowledge of the hospital 
birth model and ideas about deference to providers led to her not understanding why 
various interventions were performed.  Elizabeth told me, “And I remember coming in 
for one birth…….and I said, do you know why you're getting induced? And she said, 
well, it's something to do with my lungs” (Interview 6/26/15). A disconnect exists 
between what the patient understands and how the providers act.  The midwives in 
Lundgren’s study also noted cultural misunderstandings and differences led to a 
disconnect in expectations among providers and women about how responsibility for 
communication is addressed especially among “women from other cultures or socially 
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vulnerable women” (2002:159). 
 While providers often do not realize that a patient does not understand the 
process, Birth Sisters modeling communication with providers may assist women in 
developing agency over their experience.  LaMancuso found a similar disconnect in her 
study of doula/interpreters with Karen refugees where an “engrained social hierarchy 
defines the doctor-patient relationship, preventing Karen women from engaging in [the 
process] as equal partners” (2015 np).  Providers in this study, like the providers at BMC, 
acknowledged the importance of the role these doula/interpreters play as “facilitators 
between Karen women and the health care system” (2015 np).   
Dr. Paul highlights how Birth Sisters act as a bridge between patient and hospital 
explanatory models: 
whether it is an induction or a procedure[C-section] like we just talked about, 
having the BS having some trust in us and our system and bringing that to the 
patient and bringing, you know, the patient understanding and systems to us can 
sometimes help get through a conversation. So it might help us for instance 
convince a patient why an induction is important for whatever reason (Interview 
5/26/15) 
Patients have their own understanding about how pregnancy and birth are managed in the 
United States generally, and at BMC specifically.  They also have knowledge of birth 
based on cultural and personal understandings.  Depending on these understandings some 
patients may be reluctant to have an induction and may not understand why their provider 
is recommending it.  These moments of interpretation work in both directions—both in 
explaining to the patient why a procedure is important in the opinion of the provider or on 
the other hand explaining to a provider why a patient does or does not want a particular 
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procedure.  There are also instances where a patient insists on an induction when the 
provider feels it is unnecessary.  For example, Dr. Paul discusses patients who come from 
cultures where C-section is the normal method of delivery.  In these cases he relies on the 
Birth Sister to help explain to the patient why he does not want to pursue these particular 
interventions. 
Or explaining why we don’t want to go do that, you know a cesarean 
section or another type of assisted delivery now just because in their 
experience that is not what happens.  Um and there are situation where 
people think they are supposed to have a cesarean section for certain 
things or sometimes in some cultures it is even more expected just straight 
out (Interview 5/26/15). 
 In Elizabeth’s story, she explains modeling empowerment and agency to help mothers 
‘learn’ how to communicate their needs to providers in a clinical setting.  Dr. Paul 
explains his appreciation for having Birth Sisters who understand the biomedical model 
explaining to patients how these interventions interact with their perceptions.  The Birth 
Sister has an understanding of both explanatory models and is able to navigate and bridge 
the space between the two. 
 
Lived Experience 
 
 The Birth Sisters personal life experiences affect how they conceptualize birth 
and birth process.  For some, the act of being a Birth Sister is fulfilling a role they 
consider as a calling—a continuation of their mother or grandmother’s work.  For others, 
it represents a passion for participating in the birth process and for others, it represents a 
healing process— a way of understanding their own birth experiences.  Naima shares 
with me how she gave birth here without family, only her husband.  She found it “was 
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hard, especially first baby. I didn't have a family. I don't have an[y] experience. It was too 
hard” (Interview 7/27/15).  Lisa explained how she had been around birth since 
childhood:  
Uhm, I’ve been dealing with birth for a long time. My mom used to do midwifery 
in my country.  So, if there was a friend who needed to give birth, they would call 
her and I would follow her. I would see their birth (Interview 7/17/15). 
 
Liza is passionate about working with the moms who need help especially those who may 
have recently arrived here and don’t speak English:   
 
Just being able to help the mothers. You know it’s such a moment a special 
moment. And to be able to make a difference. And for the culture, for the 
language. It is very satisfying for me to do it because I feel like I help somebody. 
(Interview 6/1/15). 
 
When I asked Savannah how having a C-section herself informs how she works with her 
patients, she responded: 
 
for a long time I blamed myself and I felt like I failed. So this is the interesting 
part, this is where the birth of my son, that experience of my birth with my son, 
opened the floodgates to everything that I’m involved with now including the 
Birth Sisters (Interview 7/3/15). 
 
The passion that all of the Birth Sisters have for their work is apparent in causal 
conversation and in our monthly meetings.  Beyond the commitment and passion the 
Birth Sisters exhibit, they convey ‘knowing’ to laboring women they assist.   
 
 
Embodied Knowledge and Suffering 
 
In writing on midwives’ experiences with ‘caring’, Ingela Lundgren (2004) 
examined previous studies and explains that midwives, by being ‘present’ during a labor 
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can “help a woman to recognize and develop her own abilities, to interpret the signals 
from her body and to cope with pain, i.e. being ones’ body”(372).  She further explains 
how research indicates that “a woman’s body during pregnancy….was made invisible by 
the influence of European philosophy which focused on the mind and on thoughts and 
saw the body as a physical object, all in accordance with the mind-body dualism” 
(Lundgren 2004: 372).  The body in this context is a machine that is expected to be 
‘obedient’ (372) and is separate from the mind.   
During my fieldwork, I often witnessed this phenomenon.  One way I see this 
separation is in the use of epidural during labor.  I often hear providers explaining to 
women how they will receive pain relief but will continue to feel pressure.  The use of 
language around epidural is important in that it represents an intolerance to pain in our 
society as a result of this attention to the mind-body dualism.  Lundgren explores how 
helping a woman ‘be with her body’ can empower her to “recognize and develop her own 
abilities, to interpret the signals from her body and to cope with pain” (371).  Lock and 
Scheper-Hughes write about how during moments of intense experience the mind/body, 
self and other become one (1987:29).  I attended a young woman going through her first 
labor and committed to non-medicated birth, I realized this intolerance acts as a driving 
motivation on the part of many providers.  I recorded in my notes after this birth  
providers get increasingly ‘uncomfortable’ as patients vocalize their increasing 
discomfort.  I noticed that providers, coming into the room when a patient appears 
to be ‘suffering’ and vocalizing it [moaning], want to offer an intervention to stop 
the pain.  They want to ‘treat’ it —to give her something— offer relief [so she 
can] get some sleep (Field notes).   
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In the case of this woman although she appeared to be ‘suffering’ she was responding to 
the feelings in her body.  She was experiencing birth as an integrated experience not with 
the mind/body dualism present in many medicated hospital births.  
Often in a medicalized setting, suffering is seen as only a negative and something 
to control or ‘treat’/’heal’.  Drawing on Erikkson, Lundgren shows how in addition to 
negative attributes (pain, agony and fighting), suffering can be positive and can give 
‘meaning to the transition to motherhood (2002).  Birth Sisters like midwives can ‘be 
with’ the laboring woman and support this space during the transition.  I had another 
patient who prayed in her native language out loud during contractions: mes amis, mes 
amis.  She was very vocal and the nursing staff was visibly uncomfortable with her 
vocalization.  This woman received an early epidural before I arrived but was clearly still 
experiencing some sensation.  At one point, I asked what was going on with her, how she 
was feeling.  She looked at me a bit confused and said ‘oh I am just saying my little 
prayers’.  The (nursing) providers had assumed based on her affect that she was suffering 
‘too’ much but really she was coping in a natural way for her.  By encouraging women 
and communicating with them about how they are coping, Birth Sisters, like midwives in 
Lundgren’s work are situated to promote a more positive experience for laboring women.   
McElroy discusses the cultural conditioning on the perception and management of 
pain (1990:255).  Women come to childbirth with their own cultural understanding and 
adaptations.  The perception of pain, for example, carries cultural definitions and 
understandings.  It is not only the perception of physical pain but also pain relieve that 
highlights variations in cultural interpretations.  Addressing childbirth pain in the context 
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of medicalized clinical birth brings two cultures together with the potential for 
misunderstandings. For instance, Bendelow defines pain perception as a “significantly 
cultural expression, heavily influenced by the subject’s social characteristics” (1993:275).   
Birth Sisters and providers explain various interpretations presented by patients 
Kirsten:  why do you think that so many of the patients get epidurals? 
 Majolene: Because they they don't want to suffer too much (interview 8/10/25). 
Dr. Paul also addressed pain management and the importance of support in addressing the 
perceptions of pain  
specifically around pain control for patients who are substance users and 
around helping patients navigate the rules and regulations of the hospital and our 
policies. Its really very, anytime you can get even a smidgen of help with that, it 
can help those patients have a better experience (Interview 5/26/15). 
 
Additionally, by providing laboring women continuous support, providers relate that 
women process the pain differently than without the support.    Andrea, a L&D nurse 
relates patients’ perceptions of pain to one on one emotional support:  
it provides somebody to be there with them constantly through the labor process 
which can be really lonely if you're not with somebody throughout. And it makes 
pain, the perception of pain a lot worse it seems 
like if you're alone during the contractions and during the labor (Interview 
7/16/15). 
 
Emotional support allowed patients to have their perceptions of pain addressed in an 
institutional setting.   
Savannah explained how her patients often carry preconceived notions of how the 
pain will feel as they progress through labor and hoe she addresses this with them. 
 
They [her clients]come in carrying this ‘it’s going to hurt’ [attitude], and then 
now you[the client] have something like you’re[the client] all tense about and 
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then you[the client] don’t feel no contractions. So I always tell them like – don’t 
listen [to what people tell you about pain](Interview 7/3/15). 
 
Jackie, a Birth Sister, tells the story of how many of her clients are afraid of the epidural 
and sometimes resist it because in their culture the women believe “that if you have an 
epidural, when you get older you’re going to have back pain.  Everyone…everyone 
believes in that. I don’t know why our culture believes that but they ask, “Is that true?” I 
don’t think so, because everyone here gets it.  ” (Interview 7/13/15). These examples 
highlight the many individual ways women conceive of and experience pain and pain 
management.  Similar to the information my participants reported, literature review of 
cross-cultural pain perceptions in childbirth by Callister et al (2003) found how women 
perceive of pain and pain management varies greatly depending on culture and affects a 
woman’s experience in birth.  Birth Sisters through the relationships they develop with 
their clients bridge the misconceptions and misunderstandings.   
Andrea, a labor and delivery nurse, details the intimacy she sees Birth Sisters 
share with their patients: 
Sometimes it depends on what the patient wants, but the doulas [Birth Sisters] 
tend to have that sort of training and experience to know how to support different 
people differently. Some people want one thing and some people want another in 
labor. Some people want to be talked to, some people want silence.  So the ‘Birth 
Sisters tend to be better at picking up on that and having that perception and 
changing their tactics to work with the patients' preferences. 
 
The Birth Sisters I interviewed spoke about different ways they ‘embody’ the experiences 
of their clients.  The themes of ‘suffering’, ‘frustration’, ‘anger’ and ‘sadness’ emerge in 
our discussions.  Some Birth Sisters expressed feeling these emotions for their patient 
	  	   112 
when they felt that a birth was not progressing as they or the patient had hoped.  
Sometimes this anger was expressed at a nurse or provider for not listening to a patient.   
Mary conveyed this sense of anger at providers when one of her patients had an 
unplanned and what Mary considered an unnecessary C-section.  When I asked her about 
she felt after the birth she told me: 
You know she didn’t need to be cut and her incision got infected and she had 
come to this county to don’t go through the C-section because in [Country] it’s 
very popular to go for C-section…..and in this case I didn’t see any medical 
reason you know. 
Mary explained that the woman had tried to push for an hour but they [the providers] told 
the patient not to push. In this case Mary felt like the patient received too much 
medication.   Her voice tensed and her hands moved in expression as she told me “how 
can you tell a woman don’t push?”  Interestingly, Mary reported that this was both her 
most memorable and most difficult birth.  This particular woman had been trying to have 
a baby for twelve years.  Mary’s voice takes on a slow emotional tone as she describes 
how after the C-section she left the operating room to get the husband and she cried and 
he cried and how happy everyone felt.  Even as she told me this story, she conveyed 
emotion as her tone of voice rose or slowed during different parts of her retelling.   
 Other times, Birth Sisters relate a sense of embodied knowledge as a sharing 
experience and a sense of connection.  Ida Thelin’s (2014) work examines this shared 
experience or experience of ‘guided guide’ (115).  My fieldwork and interviews with 
providers and Birth Sisters expose this phenomenon as well. Connection between the 
Birth Sister and the client is most important.  In Mary’s relationship with her client above 
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who had an unplanned C-section, Mary developed a closeness with the woman and told 
me how the mother continued to process the birth during the postpartum period.  Mary 
said that the woman continued to speak with her about it for several months and in 
Mary’s mind, this processing made the woman feel better about her experience.  Some 
Birth Sisters shared with me that they feel that their most difficult births are those where 
there is no connection between themselves and the client or her family. Savannah told me 
her most difficult birth was with a mother who spoke English but was from a different 
culture.  The woman had family with her and they spoke in the their native language and 
Savannah felt “culturally like distant” (Interview 7/3/15).  She felt like she ‘let the client 
down’ due to this cultural disconnect.  Other times, this connection also manifests as a 
non-verbal connection.   
One of my most memorable births was with a woman who only spoke a language 
which neither myself nor any other Birth Sister speaks.  Her partner did speak some 
English but this was their first child and first experience in an American hospital.  This 
birth was truly a shared experience.  Although the language barriers were significant, we 
were able to communicate through limited translation and non-verbal exchange.  I 
followed her lead; getting her up when she was ready to move or suggesting she rest 
when she appeared tired.  When I arrived in her labor room, this petite woman appeared 
scared and withdrawn, and clearly suffering.  She was curled up in the bed with a monitor 
attached to her and was moaning with each contraction.  The nurse was charting and in 
and out of the room; her husband still in his work clothes was pacing and seemed 
confused and exhausted.   I decided I would stay although she was still in early labor.  
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Her partner and the nurse told me that the providers had already tried to consent her for 
an epidural but that she had refused.  I knew that if I left, she would likely end up with an 
epidural.  I moved closer to her and with her partner translating, asked her if she would 
like to get out of bed and maybe try the shower.  She agreed and immediately seemed to 
relax as I assisted her in moving to the shower.  I dimmed the lights and used 
aromatherapy and the entire atmosphere softened.  Hours later, without medication, this 
young woman crossed the threshold into motherhood with the birth of her beautiful baby 
girl.  She smiled and began using short broken English phrases-“I did it” and “Thank 
you”.  Thelin writes “midwives followed the women and their partners in this borderland 
of the women’s past, present and future, between life and death, hope and fear” 
(2014:116).  The transformation of my client resulted from a shared embodied knowledge 
which allowed me to ‘hold the space’ while she navigated this borderland. This shared 
embodied knowledge or ‘intuitive sense’ reflects Merlaeau Ponty’s study of perception.  
He details how non-verbal cues stimulate responses determined by perceptions (2012).  
Lundgren builds on Merleau-Ponty’s work to express how midwives can build trust with 
“immigrant women or women who in some phases of labor do not want to talk” 
(2002:162).    
Birth Sisters shared that C-sections are difficult births and in their opinions, 
sometimes unnecessary as Mary’s story above indicated. Birth Sisters generally attend 
the procedure with their clients and continue to offer support and bridge the experience. 
One patient told me after an emergency C-section that by rubbing her forehead and arms, 
she felt more much relaxed (Field notes). Individual birth narratives develop in the ‘non-
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verbal’ space held by the Birth Sister.   The difference in how this space is navigated 
between Birth Sisters or providers is related to perception as defined by Merleau-Ponty 
(2012) and to the ‘sixth sense’ or intuition defined by Scheper-Hughes and Lock (1987).  
Both Birth Sisters and providers respond to these non-verbal moments but often with 
different approaches based on their own perceptions.  Birth Sisters respond to the cues 
through rituals of movement and touch, offering massage, water, or heating pads.  
Providers often meet these ‘non-verbal’ moments with institutional rituals that include 
biomedical interventions.   
 
Ritual and Rites of Passage 
 
Labor and birth represent a ‘rite of passage’.  Robbie Davis-Floyd writes 
extensively on the ‘rites of passage’ as they pertain to childbirth.  She defines these rites 
as a transformation of “both society’s perception of individuals and individual’s 
perceptions of themselves” (Davis-Floyd 2014). Drawing on the earlier work of van 
Gennep ‘rites of passage’ are defined as (1) separation of the individuals from their 
preceding social state; (2) a period of transition in which they are neither one thing nor 
the other; and (3) an integration phase, in which, through various rites of incorporation, 
they are absorbed into their new social state (Davis-Floyd 2014). Within this ‘rite of 
passage’ framework there is a liminal state that exists between the two states of being. 
  Victor Turner argued that “liminal entities are neither here nor there; they are 
betwixt and between the positions assigned and arrayed by law, custom, convention and 
ceremonial” (Jackson 2005:332).  Anthropologists have argued that these liminal spaces 
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are times of potential cultural and social vulnerabilities (Kaufman and Morgan 2005; 
Mccourt 2006; Cheyney 2011, 2011b). During labor a woman sits in the liminal space on 
the boundary of motherhood.  A woman sits in this liminal space each time she 
delivers—each birth bringing a new life and forging a new relationship between mother 
and child. Beth, a labor and delivery nurse explained this transition as “ a transition in the 
life of the mom (Interview 7/15).  I mean, it's also new life coming into the world, right, 
but whatever happens, whether you have a stillbirth or it's the tenth baby or it's the first 
baby, it's a big transition in the life of the mom (Beth Interview 7/15). During my 
conversation with Dr. Henri, he described this liminality  
You’re taking care of people in vulnerable states….Everybody that comes through 
that experience is changed.  They’re changed forever. So birth for me is this 
wonderful chance that I get to come and experience every day of watching people 
profoundly change forever (Interview 7/27/15). 
Birth Sisters at BMC assist their client as they negotiate this liminal state of being. 
Cheyney argues that homebirth midwives can “transmit transgressive values about 
pregnant and birthing bodies, socializing participants into accepting the powerful and 
life-giving properties of the female body and the unity of mother and baby”. (Cheyney 
2011b:531).  Cheyney emphasizes the ability of homebirth midwives to share 
transgressive—nonbiomedical— ways of experiencing birth.   In a hospital birth, Birth 
Sisters potentially play the role of the homebirth midwives supporting the physical, 
emotional and social needs of the laboring woman and challenging the biomedical 
explanatory model.  In this way, a woman has the opportunity to create a birth narrative 
that is individual-centered on her experience she creates for herself with the support of he 
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Birth Sister.    
Birth is a rite of passage that draws on rituals. In writing on homebirth narratives, 
Cheyney builds on Davis-Floyd’s work, and argues that women emerge from homebirth 
feeling empowered (2011).  She contrasts this sense of empowerment with the experience 
of technological births in hospitals that can result in women feeling disempowerment. 
Within the context of birth in a clinic, rituals center around hospital routines dictated by 
clinic time. These routines are designed to monitor a woman’s progress in labor.  Among 
these routines are fetal monitoring, amounts of fluid intake, vital signs, when she goes to 
the bathroom, and how often providers check her dilation progress. 
In the setting of BMC when a woman has the support of a Birth Sister she 
potentially attains the level of empowerment reached by homebirthing mothers. Savannah 
shares how many of her patients emerge from their birth experience with a newly found 
self-confidence.   
the look on their face of accomplishment, you it’s not really outwardly said all the 
time but you can just tell, you can look at them, see the pride and when they just 
keep on looking over and they’re like – I have a baby, I’ve had a baby. And then 
that carries over to their life.  To their next birth, to their lives (Interview 7/3/15). 
Continuous labor support can empower women as they cross the liminal space into 
motherhood and bring the attention back to the individual self as she creates her birth 
narrative.  
 
Spirituality 
The spiritual aspect of birth emerges as another sub-theme when discussing this 
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liminal space. Although ‘spiritual’ does not have only one meaning in this context, it is 
evident that for providers, Birth Sisters and laboring women, it offers a sense of comfort.  
Dr. Henri addressed a spiritual connection that is present in this liminal state:  
yeah one of the reasons that I do this is I’m attracted to the spiritual aspects. I 
think there are spiritual aspects to birthing even if you’re not a spiritual person. I 
look at it as a transition time. It’s an amazing thing and that room, it’s a sacred 
space. There’s only a few people in the world…a handful of people in the world 
that are going to meet in that space that can attest to the events that take place in 
there. It is…you’re invited or your position, you’re invited to be in there. And I 
think it’s important to have respect around this event. This woman is going 
through a transition. This infant is going through a transition from some 
mysterious state to another mysterious state (Interview 7/27/15).  
 
I observe this mysterious state and moment of transition in my fieldwork as a Birth Sister. 
At this moment of transition the first ‘physical signs’ of this being appear and a mother 
may reach down and touch the top of the head that is ready to emerge.   There is a 
moment when time stops and this liminal state literally visible. Sounds drift into the 
background, that information about contraction strength and fetal heart rate coming from 
the monitors no longer matters; a mother holds her breath, one last effort of pushing.  No 
one is ‘in control’ in this moment and there is a visceral sense of otherness.  A being 
emerges neither fully ‘here’ nor ‘there’.   It is a moment of “wordless encounter between 
mother and infant […] a communion of mind/body, self/other” (Scheper-Hughes and 
Lock 1987:29).  Mary, a Birth Sister, told me “It’s like an old saying [in her home 
country] like you make another life, you know you, like a spirit, we call it, you take out a 
spirit from a spirit” (Interview 5/21/15).  For some Birth Sisters and laboring women, 
spirituality around birth is defined by this mystery that surrounds birth.  For others, it it is 
rooted in prayer.   
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McElroy includes prayer among the symbols of biocultural techniques that affect 
physiology to facilitate labor (1990:256).  I have supported women as a Birth Sister for 
whom prayer offers comfort and pain relief.  Birth Sisters also shared that they pray with 
their clients.  One of my most memorable births was a woman who was having a TOLAC 
birth.  She was very nervous about the pain and about potentially having another C-
section. As her labor progressed and the pain intensified, she put in her headphones and 
listened to the Koran.  She immediately relaxed and for hours she listened while her 
husband and I provided her with physical support (Field notes). For other Birth Sisters 
spirituality has a more direct ‘religious’ meaning.  There are several Birth Sisters who are 
very involved in their Church. Some have introduced their clients, many of who are 
newly immigrated and do not have a community, to their Church.  Additionally, some 
Birth Sisters tell me how they use prayer during a difficult labor both to support women 
and as a prayer for the woman and the unborn child.   
 In this chapter, I explored how Birth Sisters act as translators of both language 
and experience holding the space and giving voice to the lived experiences of the 
‘individual self’ of laboring women.  Additionally, Birth Sisters hold a space for the 
narrative of a woman’s own experience to emerge.  Through these ways of knowing and 
narrative development, support from Birth Sisters allows women to experience birth 
positively, feeling empowered with an increase in satisfaction. In the following chapter, I 
explore how the Birth Sister acts to mitigate ‘body politic’ and political economic factors 
interacting on a structural level to influence maternal and fetal experience and health 
outcomes in Boston. 
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Chapter Six 
Body-Politic 
 
“In the different voice of women lies the truth of an ethic of care, the tie between 
relationship and responsibility, and the origins of aggression in the failure of 
connection~ Carol Gilligan 
 
 
This chapter situates the establishment of the Birth Sisters program within the 
context of the healthcare disparities present in Boston in the 1990s.  In this chapter, I 
highlight how the specific structural factors continue to affect BMC, the demographic of 
women served by Birth Sisters program, and the Birth Sisters themselves.  Through this 
exploration, we gain an understanding of how Birth Sisters are particularly suited to build 
relationships with pregnant women giving birth at BMC and the ways they act to mitigate 
these structural constraints.  The Birth Sisters often share a cultural background and 
experiences with their clients that allow them to help interpret these forces.  Lock and 
Scheper-Hughes present the body-politic as a way of interpreting how “relationships 
between individual and social bodies concern more […] than metaphors and collective 
representations of the natural and the cultural.  The relationships are also about power 
and control” (1987:23). This power and control operates on macro-level, “expanding the 
number of social controls regulating a group’s boundaries and on a micro-level, over 
individual bodies, seen in part through adaptation of medicalization ” (Scheper-Hughes 
and Lock 1987:24). By navigating hospital policies and patient realities with both 
patients and providers, Birth Sisters bridge the structural realities present in a hospital 
birth and in these women’s lives.  
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Economics and Patient Realities 
When women arrive at the labor and delivery unit, they are first screened in the 
triage unit.  If they are in labor, rather than ‘false labor’, the fetus is monitored for a 
period of time with Electronic Fetal Monitoring that requires a woman to lie in a bed, and 
a plan of action is determined.  Sometimes, if women are in early labor, they are given 
the option to go home and sometimes they are sent home.  They are sent with instructions 
to return once labor is more active.  This news can be received differently depending on 
the patient and the circumstance.  By the time most women have come to the hospital 
full-term with contractions, they often expect to be admitted and stay until they give 
birth. 
For some of the women at BMC, this news also represents more of a hardship 
than simple preference or frustration.  For many clients, transportation to the hospital is 
difficult.  They do not have access to cars nor do they have money for a cab.  Patients 
will sometimes call 911 and take an ambulance because they have no other way to travel 
to the hospital in labor or in the middle of the night (Field notes).  As discussed below, 
during my work as a Birth Sister, I have had several patients who used 911-EMT services 
for transport to the hospital.  This is an expensive alternative for insurance or Medicaid 
and is stress-inducing for the women.  Additionally, there is no guarantee that the women 
will be transported to BMC when they are picked up by the EMTs.  Depending on where 
they live, they could be transported to the nearest hospital that may not be BMC.  If they 
are not transported to BMC, there is a disruption in care.  Providers at the new facility 
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will not have access to their prenatal record and they will not be able to have the Birth 
Sister present because as employees of BMC, we only work there.    
I had one patient who had saved enough money for one cab ride to BMC from her 
home.  She was in early labor but contracting regularly. This was her second baby and 
her first labor had progressed fairly quickly.  When I arrived at triage at 3 am on a cool 
early spring morning she had just come off the monitors and the providers were talking 
about sending her home.  I recorded in my field notes   
When I arrived they had just checked her-she was only 4 cm and thin cervix-
they[labor and delivery unit] were very full and were talking about sending her 
home.  She was not happy-[full of] anxiety worry.  
I had discussed the logistics of labor with the woman–– who would be available to care 
for her older son, how she and her husband would get to the hospital when she was in 
labor–– and I knew these were challenges for her.  As I walked with her to try to 
encourage her labor it was apparent to me that  
She was worried about pain and being sent home.  She had spent thirty dollars on 
a cab to get there which is a lot for her—the hospital staff doesn’t take economics 
into consideration-they could send her home because they were full tonight where 
on another day they may automatically keep her. 
I had another client who took an ambulance for her prenatal appointment because she had 
been having contractions and did not feel comfortable taking the bus (Field notes 
February 2015).  Recently, another client, who like my client above, had been sent home 
in early labor.  She had waited two hours to be register and be examined before being 
sent home.  When she returned to the hospital in active labor she took an ambulance on 
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the advice of family.  They knew that if she arrived with EMTs she would be taken 
straight into triage and could bypass the registration process (Field notes 2016).  
Although Birth Sisters are not able to change the policies of triage and admission, they 
are positioned to understand these economic hardships. Birth Sisters discuss the 
possibility of this happening with women ahead of time so that they will be prepared and 
can try to have a backup plan.    
Birth Sister Realities 
Like the clients we serve, many Birth Sisters also face transportation and 
childcare challenges.  Getting to and from BMC, especially for labors that occur 
overnight, is particularly difficult for many Birth Sisters.  In my interviews, participants 
identify this as one of the biggest challenges of their job. Sometimes there are taxi 
vouchers available that Birth Sisters can use when they are leaving during overnight 
hours when public transportation does not run.  I asked Racquel her biggest challenge in 
her job and she said “transportation.  All the time.  I am on the bus, the T, walking” 
(Interview 7/24/15).   
As per diem employees, Birth Sisters shared with me the difficulties they face 
because of irregular schedules and wages. Because the program was cut in 2008, some of 
the Birth Sisters remember a time when they were able to work many more hours.  “Liza 
told me that ‘before’ [the cuts] she would do six to seven births per month” (Interview 
6/1/15).  Additionally, all of the Birth Sisters are aware that the program constantly faces 
economic challenges and could face additional cuts.  These factors lead to tension that is 
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always just under the surface.  At meetings or informal gatherings, Birth Sisters talk to 
each other about economic challenges.  They would like more steady work but also 
appreciate the constraints on the program.  In our conversations they are resigned to it 
‘being this way’.  In monthly meetings, Birth Sisters share “it is not about the money, 
even though we need it.  It’s [our job] priceless” (Field notes 2015). They stay because 
they are passionate about their work and they feel that it is an “honor” to do this work 
(Field notes meeting 6/2015).   Savannah explains her passion for her work as a Birth 
Sister: “even if I do get another job it would definitely be like flexible or part time or 
whatever because I don’t want to not do what I’m doing” (Interview 7/3/15). 
 Most of the Birth Sisters have families and young children.  In private 
communications with individual Birth Sisters and in monthly meetings these economic 
and logistical concerns are apparent.  Birth Sisters work with a ‘back up’ but as the 
primary Birth Sister they are on call 24 hours a day for their clients.  Lisa, who has three 
young children, discussed these challenges, “ the most difficult thing is knowing that 
you’re going in [to Labor and Delivery] and not knowing when you’re going to get out, 
especially, if you have kids.  That’s the hardest part of this job” (Interview 7/17/2015).   
Providers echoed this sentiment that the Birth Sister schedule must be challenging 
because even as providers they have set shifts (Field notes). 
Birth Sisters rarely have consistent full-time work and many need to supplement 
with other income.  This is difficult because of the unpredictability of the nature of the 
Birth Sister schedule.  Many of the Birth Sisters expressed a desire for their work to be 
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full-time. Lena highlighted this desire in our interview, explaining that working as a Birth 
Sister 
is my profession.  My goal is, I hope, my wish is, ‘put that in there’ [include in my 
research], is that this would turn into full time.  If not at least that we get more 
births frequently.  So that you don’t have to go week to week without getting paid 
regularly (Interview 6/23/15). 
 
Structural Challenges 
In the face of increasing healthcare costs and budget cuts, Boston City Hospital 
merged with Boston University Medical Center hospital to create Boston Medical Center 
(BMC) and remain able to serve its patients (Boston Globe 1996).   In 2008, BMC 
suffered fiscal hardship as a result of state budget cuts affecting healthcare 
reimbursements (Lazar 2008). This is a tertiary hospital traditionally serving the 
uninsured and low-SES population in Boston. Because BMC is the largest safety net 
hospital in New England, its patients were particularly affected by the budget cuts that 
impacted Medicaid reimbursements.   
For example, according to a newspaper article in 2008, “more than half of the 
hospital’s patients are low-income residents, so the reductions are likely to hit hardest on 
the most vulnerable, the immigrants, poor families, and senior citizens who receive free 
or subsidized care at the hospital” (Boston Globe 2008). The women who the Birth 
Sisters work with at BMC were impacted because “seventy-six percent of the Department 
of Obstetric and Gynecology is [for] Medicaid women” (Lazar).  This imbalance in who 
is affected by budget cuts further illustrates the argument by Farmer et al that structural 
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violence unjustly affects those who have no control over the cause of inequality 
(2006:np).  These cuts impacted BMC and the Birth Sisters as well as the patients they 
serve and were not in the control of any of these parties. 
Interpreter services were one on the areas also significantly reduced by these cuts, 
directly affecting the quality of care for non-English speaking women in Boston (Lazar).  
I speculate that these cuts potentially contributed to the increase in numbers of non-
English speaking women requiring referral to the Birth Sister program.   The exact 
numbers of referrals for non-English speaking women before and after the cuts are 
unclear.  However, through participant-observation and interviews, my general 
understanding is that referrals for non-English speakers have increased relative to U.S.-
born Black women.  I was told during my fieldwork that non-English speaking women 
have always been a priority in the program.  However, as Kate explained the original 
intent was to address the disparities in “Black and White infant mortality rate, and the 
differences between women of means, and women not of mean” (Interview 7/7/15). 
An investigation of birth statistics in Massachusetts demonstrates how these social 
and political factors impact fetal outcomes for women experiencing structural violence as 
well as structural vulnerability.  Throughout the 1980s and 1990s extensive research and 
public programs tried to determine causes of disparities in outcomes between Black and 
White babies.  Wise and Kotelchuck studied racial and socioeconomic factors in infant 
mortality and argued “differential rates of childhood mortality may thereby represent a 
revealing, if not tragic, expression of social inequity in a city or in a society” (1985:355).  
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They also concluded that differences in mortality within economic groups were more 
closely connected to race than family income (364).   
In 2002, the Governor’s office in Massachusetts issued a report detailing census 
data among “ethnic sub-groups” of Black mothers and infants in Massachusetts.  Looking 
at data from 1997 to 2000, African American mothers had the highest prevalence of 
many characteristics associated with poor birth outcomes, such as smoking during 
pregnancy, young maternal age, and low education. African Americans also had the 
highest percentage of low birthweight infants and the second highest percentage of 
preterm infants (Judge 2002:ix).  Additionally, Black U.S.-born women attained worse 
outcomes than White U.S.-born women in many categories including lower birth weight, 
higher preterm birth rates, higher diabetes, higher infant mortality and morbidity, higher 
rates of being unmarried, less adequate prenatal care and less likely to have private 
insurance (Judge 2002).   
A Massachusetts Department of Health report investigating low birth weight 
results from 1999 through 2008 showed U.S.-born Black babies have lower birth weight 
than any other ethnicity (Clark, Huisingh, Ommerborn et al Nd).  This same report 
highlighted specific social factors as opposed to health factors that contributed to lower 
birth weight and worse outcomes including preterm birth and higher C-section rates.  For 
example, this report found that non-smoking Black women had lower weight babies than 
smoking White women; smoking is a causal factor in low birthweight (4). That White 
women who smoke, had better outcomes than non-smoking Black women suggests other 
issues are responsible for worse outcomes among Black women.  Given the connection 
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between race and poverty and poorer outcomes, it seems that structural issues lead to a 
difference in outcomes between White and Black babies in Boston.  The report details 
that lack of social support, neighborhood poverty, residential segregation, neighborhood 
violence and access to health insurance as factors that contribute to low birth weight 
among Black babies in Boston (4).  This report, along with earlier studies, called for an 
increase in programs to address these disparities in birth outcomes (McCloskey 1999). 
During the time period of these studies, many of the U.S.-born Black women and recently 
immigrated women from Boston gave birth at BMC.  It was against the backdrop of these 
outcomes that the Birth Sisters program was developed.  The Boston Public Health 
Commission reports encouraging improvements in birth outcomes in U.S.-born Black 
infants between 2002-2012, however, disparities among Black and White infant 
outcomes persist (2014). 
 
Disparities 
Looking at pregnancy stress and outcomes, researchers have determined that these 
social and political/economic factors can influence stress and anxiety levels of pregnant 
women that have an important impact on fetal outcomes (Urizar and Munoz 2011).  
Research on disparities in birth outcomes in relationship to race and ethnicity in the 
United States has increased in the past thirty years.  Infant mortality rates overall in the 
U.S. improved from 1990 to 2004; however, the differences in rates of mortality between 
Black and White infants remained essentially the same (Gravlee 2009:48).  Preterm birth 
and low birth weight contributes to increased health risks later in life and are a useful 
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measure of birth outcomes (David and Collins 1997; Cabral 1990).  David and Collins 
studied birth outcomes among U.S.-born White women, U.S.-born Black women and 
African-born Black women; and found that birth weight outcomes among African-born 
Black women were more similar to U.S.-born White women than to U.S.-born Black 
women (1997; 2007).  Their studies address several hypotheses to explain these 
disparities in outcomes.  For example, to refute the hypothesis that genetic differences are 
responsible for poor health outcomes of babies born to U.S.-born Black women, they 
show that U.S.-born Black women experienced lower birthweight than both African-born 
women and White women.  They also investigated the ‘healthy immigrant’ effect 
hypothesis by examining intergenerational birthweight patterns, and found that African 
and Caribbean born Black women had babies with higher birthweight than babies born to 
Black American families (David and Collins 2007:1193).  However, girls born to these 
immigrant women gave birth to babies of lower birthweight than themselves.  This result 
is different from female immigrants of European descent who give birth to babies 
weighing more than they did at birth (1194). Cabral et al studied outcomes among 
Foreign born and US-born Black women in Boston and Massachusetts and found that 
babies born to Foreign-born Black women were “heavier, longer, and larger head 
circumferences, and had longer durations of gestation than did infants of the US-born 
women” (1990:71).  Harding, Santana and Cruickshank found similar results in their 
study in Portugal; however, in their work the African-born women had babies who were 
heavier than both the White and Black Portuguese women (2006:579).  David and Collins 
argue that “after a generation of minority status, however, the birthweights in these 
	  	   130 
families approximate those in the established Black minority populations of the 
respective country” (2007).  The sum of this research indicates that the current economic, 
social and structural conditions in the United States limit the positive ‘secular changes’7 
that can occur for recently immigrated women. 
Explorations of ‘race’ and its biological components in the anthropological 
literature led to research on racism versus race in looking at health outcomes and illness 
experiences (Armelagos and Goodman 1998; Gravlee and Dressler; Dressler, Oths, 
Gravlee 2005).  Rudolph Virchow in the 1860s was one of the first to consider social, 
economic and political factors contributing to individual and population health.  He 
argued that “[M]ortality, as well as physical and moral debilitation of the population, rise 
in direct proportion with impoverishment” (Virchow 2010:48). In their work Gravlee, 
Dressler, Oths review models of inequalities in health outcome (2005).  They argue 
“social and economic inequalities generate life conditions that are chronically stressful 
over the life course of Black Americans” (2005:245).   Gravlee further argues that a 
“vicious cycle” develops: “social inequalities shape the biology of racialized groups, and 
embodied inequalities perpetuate a racialized view of human biology” (2009:48).  
Biomedical research has continued to follow a racial-genetic model in addressing 
disparities in outcomes, ignoring the larger complex of structural/economic/political 
factors (Gravlee 2009). Work done within the framework of New Biocultural Synthesis 
including the work of Everson looking at doulas working with pregnant and parenting 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  7	  Population changes occurring over brief time period.  As opposed to evolutionary 
changes which occurs over a long period of times, “secular change is the change that 
occurs over a relatively short period of time” (Driscol1 2010:1).	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adolescents addresses these political/economic factors directly. 
Khiara Bridges explores race and racial categorizing of pregnant women within a 
similar demographic to BMC (2011).  She highlights the ways in which some physicians 
practice ‘racial othering’ and extends her argument to include culture as “culturalist 
racism” (Bridges 2011:132).  BMC works to facilitate dialogues that can improve care to 
the multiple communities that it serves.  However, as some Birth Sisters explain these 
lived experiences of their clients as a result of ‘racial othering’ or ‘culturalist racism’, 
affect how they approach their pregnancies in a medicalized environment.  There are 
differences between Alpha hospital (Bridges’ field site) and BMC and I will address 
below the ways ‘culture’ is used to prioritize groups that are ‘at risk’ or ‘in need’ of 
particular services.  This categorization echoes Virchow’s conclusion that “health 
services for the poor were looked upon as an exceptional institution exclusively destined 
for a certain part of the population and established out of mercy or mere necessity” 
(2010:49).  When I asked Kate which patients are best served by the program, she replied 
that ideally it would be ‘universal’.  She elaborated 
I think in my experience some of the women who could most use the support of 
Birth Sisters sometimes question, ‘why are you giving me this?’ ‘Why am I getting 
this?’ Do you have a clipboard that you want to read?’ ‘Are you checking on 
me?’ ‘ Are you this? I’ve already got this one, and this one, and this one, who are 
nice.’ And if you have a program that is universal, then you don’t have to worry 
about all of that….[you can say] we offer it to everyone (Interview 7/17/15) 
 
Kate highlights the challenges in creating a program for a ‘particular group’ that is 
defined by an institution even when it is created with the intent to provide assistance. 
Kate’s description illustrates the distrust and suspicion of women who have been 
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‘categorized’ by the healthcare system. 
Savannah told me about the distrust that many African American women feel 
“towards outsiders” (Field notes).  During one conversation she told me “when 
something gets said to a Black woman it is perceived differently than if it were told to 
someone else” (Field notes).  In this way, she details the stress Black women in Boston 
feel from being ‘racialized’.  The report by Boston Health Commission details the factors 
affecting health outcomes U.S.-born Black babies.  Lack of social support is considered a 
major factor in this report as well as “neighborhood poverty, residential segregation, 
neighborhood violence and access to health insurance” (Clark, Huisingh, Ommerborn et 
al N.d.:4).  The report also details the different types of racism including structural racism 
that Black Americans face.  The authors propose suggestions for improving outcomes 
that include increased social support and empowerment for all Black women in Boston.  
Programs like the Birth Sisters when fully funded are situated to provide this bridge for 
this community of women. 
Birth Sisters share stories at monthly meetings that highlight the stress and 
anxieties present in Birth Sisters lives as well as in many of our client’s lives.  For 
example, Birth Sisters discuss the challenges their clients face due to a “historic mistrust 
of social workers who make decisions without [always consulting] the moms” (Field 
notes July 2015).  Emergency removals (51A) and ‘being reported’ to Department of 
Children and Families are also anxieties that sit just under the surface for many of the 
women with whom we work.  Birth Sisters report that social isolation, recent 
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immigration, lack of housing, non-English speaking history of depression, and anxiety as 
the most common reasons for referrals to the program (Interviews).  These factors stem 
from structural inequalities and result in disparities in birth outcomes.  The Birth Sister 
program receives referrals from individual providers who have identified specific needs 
including lack of social support, social isolation, domestic violence, lack of food or 
housing, TOLAC, substance abuse, and history of depression or anxiety (Field notes). 
Provider interviews indicate that they see Birth Sisters as providing patients a continuity 
in care, to act as a ‘friend’ or family’, and to connect them to appropriate services for any 
social or economic needs.  Although Birth Sisters are employees of the hospital, they 
work with their clients ‘outside’ of the institution.  They do not make reminder phone 
calls about appointments, follow up on missed appointments or provide medical 
instruction. Birth Sisters empower their clients to identify and communicate their 
individual needs and expectations of their birth experience at BMC. 
 
Changing Demographics 
The population of Boston has changed in the years since the Birth Sister program 
was first developed.  In addition to addressing disparities in birth outcomes among Black 
women, the recent increased rates of immigration in Massachusetts and Boston required 
BMC to service increasing numbers of non-English speaking women.  In Boston from 
1990-2010, “Latino population increased by 46,000, its Asian population by 25,000 and 
African Americans by 1,200 as Whites declined by 48,000” (Kahn and Martin 2011:4).  
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Women who immigrate to the US have been found to have worse outcomes when they 
give birth in the US as opposed to giving birth in their home countries. Additionally, as 
discussed above, these outcomes refute the healthy immigrant hypothesis.  Black US-
born girls who grow up in the US will give birth to offspring with poorer outcomes than 
White US-born immigrant women (Cabral 1990; David and Collins 2007; Harding and 
Cruickshank 2006; Leslie and Diehl 2005).  By understanding the experience of 
immigration or of being an African American woman giving birth in a Boston hospital, 
Birth Sisters mitigate potentially negative factors present in medicalized birth and help 
women to have a more positive, empowering experience or a birth experience closer to 
that of their home country.  For example, Liza assisted in allowing a patient to give birth 
on the floor, Savannah reports educating her clients about what choices she has available 
and Majolene working with women coming from culture with high infant mortality and 
little prenatal care shares with clients how important this care is to positive outcomes. 
When I asked one provider about the issue of Birth Sisters acting as ‘interpreters’ 
and ‘cultural translators’ for non-English speaking, non US-born women, she replied  
Well, I think that was one of those essentials of the program, not that Birth Sisters 
would be interpreters, but that they would advocate, and be able to say, ‘what he 
[provider] just said was this, and how do you feel about that?’  So, not as a direct 
translation, but as ‘He’s [provider]asking you if you want to do such and such 
and so and so.’ But that’s for the convenience of the system.  It’s not the point of 
the Birth Sisters.  So yeah, for a woman who is monolingual, not English, then 
absolutely but again the bad outcomes in this city are among the women who 
speak English (Interview). 
This provider explains that the original intent in the program was to help a woman 
advocate or communicate her needs to her providers.  During our conversation she 
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expressed concern that women who come from communities where the burden of infant 
mortality is highest would remain a priority for the program.  US-born Black women— a 
demographic the program originally intended to serve— continue to face the worst 
outcomes in Boston including the highest preterm birth weights (March of Dimes Report 
2015). However, as rates of recently immigrated women increase, research indicates that 
they too face declining outcomes (Roth 2012; Health of Boston 2015; Health of Boston 
2013; Massachusetts Department of Public Health 2014).  Women who have recently 
immigrated have less agency, lower education, lower-SES and less access to birth choices 
(Roth 2012).  Kimberly Newton et al compared breastfeeding rates among Latinas who 
gave birth at BMC and found “a social support program, such as the Birth Sisters, may 
raise exclusive breastfeeding rates in Latina populations” (2009:32).  These results 
indicate that recently immigrated Latina women would therefore also benefit from the 
program.    
 
Intrapartum Support in a Structural Context 
BMC is committed to patient experience—  Exceptional care without exception is 
the motto of the hospital.  In our monthly Birth Sister meetings and in meetings in other 
departments throughout the hospital, this motto is emphasized when talking about care 
that BMC delivers.  Birth Sisters acknowledge providing care to meet the expectations of 
the motto (Birth Sister meeting 2015).  Programs like the Birth Sisters are a way BMC 
addresses improving patient experience, and thus patient outcomes.  Like the women 
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living in Boston, BMC faces financial constraints that require cuts to programs like Birth 
Sisters (Field notes).  Structural changes make a program like Birth Sisters important to 
patient outcomes and satisfaction. These structural components include: reduction in 
interpreter services (Lazar 2008), nurses being assigned to care for more than one patient 
at a time, as well as providers being required to document extensively in the Electronic 
Medical Record and to carry heavy patient loads (Field notes).  Lola, an L&D nurse, 
expressed the importance of having a Birth Sister stay with a patient “one hundred 
percent of the time” because sometimes nurses are monitoring two or three patients.  
Andrea, another L&D nurse concurred  
a lot of the times as a nurse we have to step out of the room or its crazy on the 
floor.  We’re out helping other people who may have heavy assignments or 
sometimes our assignments switch and we have to pick up another patient which 
is really unfortunate for someone who is in active labor (Interview 7/16/15). 
Although I do not specifically investigate workload and institutional policies in this 
thesis, the support that Birth Sisters provide is an example of precarity of social care in 
the workplace, or of women being “pushed into informally organized, but at the same 
time institutionalized volunteer work” (Ehrenstein 2012:213).  Birth Sisters were 
specifically founded in part as a workforce program to employ and advance women who 
did not have other employment opportunities in healthcare.  In the face of institutional 
cuts, the hours that they can “put in for” are limited.  However, Birth Sisters all told me 
stories of the work they do in order to deliver the care they feel that their clients require 
to have the best outcomes. For example, they may make an extra prenatal or post-partum 
visit, may give a client money for transportation, buy a lunch, or work hours for which 
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they are not paid for and they do not report. 
The desire to spend time with the patient varies greatly by nurse and birth.  Many 
of the nurses are dedicated to a natural birth process and remain actively involved 
throughout the labor.  However, Birth Sisters expressed frustration with particular births 
where they felt providers and nurses were not available to the patient. Walsh concludes 
that while it is apparent that midwives should be allowed to stay with women throughout 
their labor to act as continuous support, they face competing demands and that the 
“instrumental needs of the institution take precedent over the interpersonal needs of the 
client” (Walsh 2010:492). Dr. Henri spoke about the differences that can exist between 
how OBs, Midwives and Family Medicine physicians see labor.   
OBs, to generalize see birth and birthing and labor and delivery as a time bomb 
that is ticking and it could explode and it needs to be diffused before it goes off.  
And so there’s lots of interventions that we think that we’re doing to get things 
over with sooner or speed things up or to avert these almost certain disasters that 
will befall us.  Midwives, on the other hand, see birth and birthing as a normal 
variant and we just leave out hands off it and leave it alone and 99.9 % of the 
times it’s going to progress and we don’t need to do anything.  Just let it go. And 
then the family doctors, are somewhere on that spectrum….Yeah sometimes bad 
things happen and you need to be aware of it and you need to know what the 
options are…..I prefer less interventions but I work in an OB environment… 
Dr. Henri’s speech slows and in a resigned tone, his response trails off with “there’s just 
so many requirements that you have to follow.  And now the hospitals and guidelines and 
protocols….” (Interview 7/27/15).  In this context, the Birth Sister relationship and 
continuous support fill in the institutional constraints. 
As Jordan and others have explained in the context of medicalized hospital birth, 
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a reliance on machines becomes proxy for one-on-one contact with a provider (Jordan 
1993; Business of Being Born 2008, Cheyney 2011, Davis-Floyd 1997, DeClercq 2014, 
Wagner 2006).  A machine may successfully record the strength of a given contraction or 
how the baby ‘is tolerating’ labor, but this type of surveillance does not register how a 
laboring women is ‘tolerating’ her labor.  During one particularly difficult birth I 
attended, a resident came to ‘check’ a patient who was experiencing a long and 
complicated labor. Although she was exhausted and her birth had progressed ‘slowly’ by 
clinical standards, she was feeling pelvic pressure and was reaching the point where she 
had the urge to push.  This provider told the woman to push if she wanted to but that her 
contractions were ‘weak’.  With this comment the OB substituted his knowledge for the 
woman’s intuitive knowledge.  In this particular case, the laboring woman had a previous 
C-section and wanted to experience a vaginal birth with this birth.  She grew increasingly 
anxious about the birth.  The OB resident told her “Don’t worry, I am watching you on 
the monitor” (Field notes).  The monitor stands in for human contact in this example 
(Davis-Floyd 1997; Jordan 1993; Martin 2001) and is a tool used as a proxy for the 
‘clinical gaze’ (Foucault 1973).  As discussed in the Background chapter, Foucault 
highlights the ‘clinical gaze’ as a substitute for contact between physician and patient. 
The resident’s comment implies that this woman should rely on his determination of the 
appropriate time to push and for reassurance that ‘everything is fine’.  
Many physicians trained today see childbirth as a medicalized procedure that 
requires monitoring.  Very few witness unmedicated births in their training (Field notes), 
and sometimes seem uncomfortable with women who are laboring naturally. Even a 
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seasoned MD who frequently participates in deliveries told me that he is “afraid of 
homebirth” (Field notes July 2015).  In his work on the American maternity system, 
Marsden Wagner tells us, “obstetricians are not evil people.  They are hardworking and 
want the best for their patients” (2006:20).  As discussed in the Background chapter and 
as conveyed by Dr. Henri above, Wagner argues that young OBs internalize the message 
they are taught: that “pregnancy and birth are medical events and so maternity care 
should be seen in obstetricians’ terms not women’s terms” (20).   Ellen Lazarus discusses 
the importance of reforming medical education so it can emphasize reproduction as a 
healthy process and move away from subspecialties that focus on pathologies (Lazarus 
1997:152).   
 As part of the medicalization of childbirth, hospitals developed policies in 
response to these ‘assumptions’ on the risks of childbirth that further place constraints on 
providers.  For example, there are timetables for how long women can labor after the 
rupture of their membranes and how often the baby’s heartbeat must be monitored.  The 
designation ‘failure to progress’ within certain time frames leads to medical interventions 
(Sargent and Bascope1997; Strauss, Giessler and McAllister 2014; Declercq 2014; 
Hodnett 2012).  These are not policies and procedures unique to BMC, they are common 
throughout the United States in hospital births and have been written about extensively in 
anthropological, public health and sociological literature (Cheyney 2011; Davis-Floyd 
1997; Morris 2013; Everson 2015; DeClercq 2014).  However, these factors uniquely 
affect the experiences of Birth Sisters who serve patients at BMC. As a bridge between 
these policies and the expectations of providers and patients, I examined in Chapter Five 
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how Birth Sisters help create a narrative time for the patient within the clinic structure. 
The C-section rate is used as one measure of the extent of medicalization.  While 
BMC does not have the lowest rate in the state at 20.6% (Bebinger 2014), it is well below 
the national average of 32.2%.  Intrapartum support is extensively documented in the 
literature as one factor contributing to lower C-section rates (Hodnett 2012; DeClercq 
2014; Buckley 2015; Cheyney 2011).   Providing Birth Sisters to low-SES women is an 
example of BMC’s commitment to better outcomes and enhanced patient experience as 
well as a way to combat the effects of structural violence embodied by these women.  
There is growing evidence about the negative impact of C-sections on fetal outcomes8 
and Birth Sisters working with Midwives were found to be effective in lowering C-
section rates in a previous study (Mottl-Santiago 2008).  Two other Boston area hospitals 
that have similar hospital-based doula programs (they both work predominately with 
Spanish speaking women) have C-section rates among the lowest in the state at fifteen 
percent and nineteen percent respectively.  There are not studies on these programs but 
there is a vast amount of literature that does determine the connection between decreased 
C-section rates and continuous labor support.  The main topic at three local conferences 
that I attended during my fieldwork9 was the reduction of the C-section rate.  Midwives, 
MDs and local childbirth experts all discussed the importance of meeting this goal and 
offered that continuous labor support is a means to achieve this goal. 
Intrapartum support provided by Birth Sisters is also important because midwives, 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  8	  See Introduction chapter for references. 
9 BACE-NMC 2014; BACE Fundraiser January 2015; NMC-2015 Conference	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physicians and nurses work in shifts at BMC.   When they arrive at Labor and Delivery in 
labor, women are assigned to a provider who they may or may not have met before. As a 
result of institutional policies, providers including nursing staff are often not able to 
spend the time they would like with patients.  Because these providers work in shifts, 
depending on the length of a labor, a patient may encounter several providers, most of 
whom they have never met. Birth Sisters become a proxy for an intimate one-on-one 
relationship with the provider.  Dr. Copeland took a deep breath, slowing down for a 
moment in our interview, expressing with gratitude how she feels about knowing her 
patients will have a Birth Sister present with them:  
I am trying to think of patients of mine, I don’t know.  I just loved it when the 
Birth Sister would come to the clinic, to meet the patient, you know.  I had one 
mom who was a single mom who was having her second baby and um. Just the, it 
just uh, (pauses looking for words) it affected me by feeling like she, you know I 
would see her for her visit but I couldn’t promise that I would be there for her 
delivery and I wasn’t there for her delivery and it just made ME feel So much 
better to know that there is a Birth Sister who is going to be with her.  I mean 
that’s just fantastic (Interview 7/9/15). 
Providers, missing this intimate relationship with their patients, often encourage a Birth 
Sister to email them or let them know how the birth went. Birth Sisters often attend the 
six-week follow up appointment with the patient.  In most cases, having missed the birth, 
providers are eager to hear about their patients’ experience.  When I attend a prenatal 
visit with a patient during their later weeks of pregnancy, the providers often invite me to 
contact them or to let them know ‘how things go’ (Field notes).  In cases where 
challenges are encountered during the birth or Birth Sisters have concerns about a client’s 
needs, they are encouraged to contact the providers directly to share information.  This is 
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an important aspect of the program as we work with many at- risk women.  
 
Clinical Relationships 
Most of the providers I have spoken with and met at BMC welcome the 
opportunity to work with the Birth Sisters.  The Birth Sisters generally report working 
well with all of the providers and express a respect for them and their work. While most 
Birth Sisters expressed overall satisfaction working with MDs they also report feeling a 
more natural connection with the midwives.  Lena told me she thinks of the midwives 
“like our mothers”.  Mary told me that she feels closer to the midwives as well.   The 
program is directed by Midwives and Birth Sisters seem to have more direct contact with 
them. Lisa explained to me  
I have nothing bad to say about the providers, the midwives, the doctors because 
what I see them doing is they’re doing everything they can.  Especially, the 
midwives they spend more time with the patients and know what they have to do 
to please the patient and to help out with the safety of the child (Interview 
7/17/15).   
Birth Sisters also emphasized the importance of working as a team. Majolene, a Birth 
Sister, expressed this sentiment: 
the Birth Sister is very important, is a part of a team, like the doctors have their 
part, nurse have their part, midwife have their part, um patient have their part, 
the Birth Sister have their role too (Interview 8/10/15). 
 
Like Majolene, providers also expressed interest in having the Birth Sisters become part 
of the delivery team and play a more interactive role labor and delivery. Dr. Henri shared 
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how he envisions this teamwork as important to the overall experience for the patient 
I think it is helpful if the patient’s agreeable to have everybody weigh in on 
opinions. Lots of times when I’m in a room and I’m talking about well what are 
the options, where we can go from here and what’s happening, I open up to 
anybody in the room. That includes family members. I first talk with the patient 
and then open up to the people what the medical team are…for the nurse or the 
residents, what are ideas do you have to open up does anybody else have any 
other ideas or do we have any questions or any suggestions. I think the Birth 
Sister should certainly weigh in on that. I think they’re in a different role than I 
am. They have a different experience than I do. They’ve seen lots more things that 
I have seen. I have seen lots of other things that they haven’t seen, but we come 
with a different experience (Interview 7/27/15). 
 
The providers and Birth Sisters I interviewed generally indicated that their relationship 
with each are formed on a mutual respect with an acknowledgement of what each brings 
to the patient.  Sue, a midwife, feels that  
when we are busy the Birth Sister is really helpful, as good or sometimes better in 
terms of support for the patient. And keep an eye on the patient and report back to 
the nurses or the provider what's going on. And meanwhile, she's being trained to 
do all that support and that's really what the patient needs at that time (Interview 
7/10/15). 
 
While Dr. Henri and Sue portray an openness to shared decision-making and 
Birth Sister participation on the care team, my participant observations and stories shared 
by Birth Sisters highlight areas where tension can exist.   Most often this tension emerges 
when a Birth Sister feels that her client’s wishes are not acknowledged or when a birth is 
not progressing how a patient had hoped.  Liza told me 
It’s just so hard cuz like you just have to be quiet. And it’s so hard because if 
they’re talking to do this to convince the mother because you don’t believe that. 
Or to tell her you know, ‘it’s ok if they do that’ and keep it to yourself because 
you don’t believe so (Interview 6/1/15). 
Birth Sisters used ‘frustration,’ ‘frustrating,’ ‘frustrated,’ ‘angry’ and ‘tense’ to express 
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how they felt.  These feelings were predominately reported around medical interventions 
especially around the use of epidurals.  Birth Sisters do not feel like they can step in and 
disagree on behalf of their patient.  Instead they work to empower their client to advocate 
for herself.  When they meet their client prenatally, Birth Sisters discuss different 
childbirth options.  They explain to their client that their role is to support her decisions 
but that they are not there to make the decision for the client or to speak for her with the 
providers.  Providers told me that they like it when a Birth Sister comes to them when 
they feel that a birth has not gone as the patient had hoped.  Birth Sisters are also 
encouraged to discuss instances of difficulty with nurses or providers with the Birth 
Sister administration who can speak to a particular provider about the case.  
Dr. Paul told me that he has not experienced a time when a Birth Sister “in any 
way be[en] obstructive to what I thought the patient wanted or to what I wanted…..I 
don’t know what happens when the door shuts” (Interview 5/26/15).  From my 
observations and interviews, I think it is true that Birth Sisters do not act ‘obstructively’; 
however, this does not mean that they always agree with a clinical decision that is being 
made.  These moments are complex and Birth Sisters, based on their own knowledge of 
both the patient and the hospital procedures, will sometimes advocate for her patients or 
encourage them to ask questions.  For example, as discussed in Chapter Four, Liza was 
able to help a patient negotiate for more time and to give birth on the floor in a position 
that made more sense for her.  Just as sometimes the Birth Sisters feel that providers may 
push their agenda, Dr. Henri expressed times when he feels a Birth Sister may be pushing 
her own agenda with a patient:  
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And I…my…perception was that the Birth Sister that wasn’t…this environment 
wasn’t working as well was advocating for her patient, but I think was advocating 
probably more than the patient was wanting to not end up with an epidural. And 
the Birth Sister says, “Come on! You can do this and you don’t have to have 
this.” And I felt like I was being forced to provide some counterbalance. I ended 
up being…arguing more in favor of an epidural than I would normally have 
argued, because I felt like there had to be some counterbalance. And I felt like I 
was trying to tell a patient that if you want this, it’s available to you. Normally I 
would say we want to take care of you the way you want to be taken care of. You 
don’t have to have it. Just realize that that’s an option. And I felt like I was 
being…forced to…to weigh more heavily on you can have this if you want it than 
I would normally have done (Interview 7/27/15).  
 
These exchanges highlight a moment where conflicting authorities emerge.  As Jordan 
explains “in any particular social situation a multitude of ways of knowing exist, but 
some carry more weight than others” (Jordan1993:150).   
In our conversation, Dr. Paul also conveyed that he sees the Birth Sisters acting as 
bridge of these authorities between patient and provider.  He explained that Birth Sisters 
have  
good understanding of what we [providers] do and so some level of trust.  I 
assume that a Birth Sister would not come here and work here if she didn’t trust 
that we thought that we were doing good work (Interview 5/26/15) .  
However, like Elizabeth and Savannah, he sees the role they play as more of a 
representative of the patient than of the hospital.  He argues that as such they are  
someone who can help give confidence to the patient that we are all working in 
her best way or in the best way to make her experience good.  Yeah again, they 
are that buffer, they are right there in the middle.  Which is good (Interview 
5/26/15). 
Birth Sisters understand the policies and procedures of BMC and can help women who 
give birth at BMC access this information in a meaningful way.  One way the Birth 
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Sisters are different from private doulas is that as hospital employees and as ‘part of the 
care team’, they wear hospital scrubs when they are in a labor with a woman.  I often 
think about the symbolism of changing into scrubs during my own work as a Birth Sister.  
When I first arrive at a labor, I check on my client to determine how her labor is 
progressing and how she is coping.  I then go to the staff locker room and change into my 
scrubs.  With this change, I am now an insider— a member of the team.  This symbolic 
change is important for our clients as well and I think it enhances that level of trust about 
which Dr. Paul speaks.  The client knows the Birth Sister as a trusted companion and now 
she sees that companion dressed like the care providers so it can signify that this person I 
trust is part of this system. 
As a bridge, Birth Sisters act to link an individual woman’s culture with the 
cultural of the hospital.  As the buffer that Dr. Paul refers they are situated to act in a 
symbolic way to mediate understanding between provider and patient.  In a sense, they 
are a representative of the hospital who the woman trusts; as such, they can help 
empower the woman to bring her concerns and desires to the members of the birth team.  
Birth Sisters operate at the same time on a horizontal and vertical level.  In the 
Background chapter, I discussed how Jordan operationalizes this use of horizontal shared 
knowledge.  Birth Sisters work horizontally sharing information with clients.  As 
employees of BMC and as part of the team, Birth Sisters also share in the knowledge 
with providers about how the hospital works.  Additionally, they convey knowledge and 
expectation vertically from patient to provider and provider to patient bridging or linking 
knowledge between the groups.  
	  	   147 
Birth Sisters cannot change the factors that create structural violence in these 
women’s lives or the policies within the structure of the hospital, but they can impact 
how the women experience their birth and how they approach this transition to 
motherhood.  Dr. Paul argued that Birth Sisters 
certainly affect the way that is experienced for them [the patients], and make it 
less jarring and maybe feel less judgmental or you know whatever things are 
important to make it so the patient has this to become a positive thing as you 
know they start this part of their family (Interview 5/26/15). 
He is acknowledging that the labor and delivery process can be ‘jarring’ to women 
especially when they do not know what to expect.  As a representative of the patient and 
to an extent, the provider, Dr. Paul and other providers express how Birth Sisters work to 
ensure that providers understand women’s concerns and additionally, that the women 
understand the birth process at BMC.  In this way, women feel like they have some 
agency in their experience and feel more positive about their birth experience.  
 
Education and Social Knowledge 
The original intent of the program— to positively impact disparities was 
addressed by providing support and education to low-income, underserved women who 
faced structural constraints.  The goal was to ensure that they had a better understanding 
of the medical and non-medical options available to them during childbirth. Savannah 
illustrated this point when I met her on a warm July morning in a local coffee house.  
Animated during our three-hour interview, she explained how she helps women educate 
and empower themselves.  She tells me how important it is for her to educate her clients 
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so that they receive a more complete idea of birth.  She tells me she tries to “tell moms 
the whole story. I give them scenarios even though it might not be their situation”. 
Savannah feels that her clients often have a misunderstanding about what happens in the 
hospital or may feel like they need a C-section.  She finds  
the over-projection of hospital policy onto people and then[…] they think that’s 
how it’s supposed to be. Like when there’s a whole education piece on how your 
body works and how your body does this [give birth]”(Interview 7/3/15) 
 
Many of the women who give birth at BMC do not attend childbirth education courses.  
The role of the Birth Sister acting as an educator emerged as theme during my data 
analysis.  In Chapter Four I explored support more generally.  However, it is also 
important to consider the role that Birth Sisters play in empowering women with 
knowledge which allows them to be informed participants in a medicalized birth 
environment. Birth Sisters explain the physiology of birth to women but they also create 
a narrative with their clients that centers around their choices and decision making.   
Birth Sisters and providers agree about the importance of the education 
component and the sharing of knowledge about what a hospital birth or birth in general 
can be like.  As discussed above, the majority of the women receiving Birth Sisters are 
often low-SES and may have very limited understanding of English and hospital birth 
procedures.  Ellen Lazarus argues that  
choices and control are more limited for poor women, who are overwhelmed with 
social and economic problems.  They are usually unemployed; they have less 
education and more unplanned births; they start childbearing at earlier ages and 
are frequently unmarried….Poor women are constrained by the conditions under 
which they have their babies and the kinds of care open to them (1997:133).   
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I observe this phenomenon in my work as a Birth Sister and this argument highlights the 
social constraints and structural violence faced by our clients. For our clients there is 
often not another place where they would receive this type of continuous support. Most 
of them could not afford the fees charged by private doula services.  Many of my clients 
faced social isolation in addition to food and housing insecurity: 
Met with AG today for post-partum visit. Baby and mom doing well.  Not really 
sticking with breastfeeding.  Seems pretty isolated socially.  These women need 
new support/new mother’s group (Field notes 3/11/15). 
Met with AG today for home visit.  We talked about how she is doing.  She is 
tired, lonely and a bit overwhelmed.  I really encouraged her to find a group to 
join of new mothers.  We talked about breastfeeding…..She called next day to let 
me know she found a group of new mothers at the library (I feel like I made a 
difference here) (Field notes 4/2/15).  
During my visits we also discussed her access to food and about her relationship and how 
she and her partner were adjusting.  I visited with another client who was homeless but 
living in transition housing.  She had lost 3 previous children to DCF custody and also 
had an 18 month old who lived with her and her partner.  This pregnancy was unplanned 
and she had an emergency C-section. This woman faced multiple challenges including 
lack of employment and a history of emotional and physical trauma.  I recorded in my 
notes after this visit on a rainy Friday morning: 
Visited CK today.  Patient doing well- not depressed.  I feel like there are limited 
services that I can provide her at this point because she is “in the system” so has 
early intervention and social work, etc. 
Like many of the clients who I worked with during my fieldwork, CK faced significant 
psychosocial challenges and already had a team of providers working with her and her 
family.  In these cases, we work with women around their pregnancy and breastfeeding 
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specifically.  CK developed complications during her labor and had an emergency C-
section which I worked with her to process in the days after her delivery.  She also was 
breastfeeding for the first time and I worked to provide her support with that as well.  
Birth Sisters work with women like CK to empower them in their birth experience.  
Several Birth Sisters also spoke about how many of the women they work with 
face challenges with breastfeeding because they have to go back to work shortly after the 
baby is born.  Keri, a patient who experienced an emergency C-section with her fourth 
child younger than seven, faced enormous fear about how she would care for her other 
three children alone while recovering from surgery.  She was also facing eviction and had 
to go back to work soon after the birth (Field notes). She wanted to breastfeed for the first 
time which also required support and education.  Keri did not live in Boston so I was 
unable to make home visits with her.10  I did, however, refer her to social services in her 
city that could provide breastfeeding assistance and support.  These structural constraints 
make it difficult for patients but also for Birth Sisters to provide the care they feel is 
necessary to support their clients. 
Lazarus also highlights the impact of ‘social knowledge’ that includes  
knowledge of medical procedures that occur during pregnancy and birth in 
addition to institutional knowledge of the hospital bureaucracy-who is responsible 
for what decisions and how a patient can exert pressure to obtain the kind of care 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  10	  We only make home visits within the city of Boston.  We can ask for special 
permission from the Birth Sister administration but often we can only meet these women 
at the Community Clinic where they receive care or at BMC.  Birth Sisters express 
frustration around this policy because many of our patients who may receive care at a 
Community Health Center, live outside of Boston.	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she wants” (1997:132). 
Birth Sisters carry this ‘social knowledge’.  Discussing medical interventions like 
inductions, Dr. Paul explained  
having the Birth Sister having some trust in us and our system and bringing that 
to the patient and bring you know, the patient understanding and systems to us 
can sometimes help get through a conversation.  So it might help us for instance 
convince a patient why an induction is important for whatever reason (Interview 
5/26/15). 
Dr. Paul and others explain how Birth Sisters embody this ‘social knowledge’ and by 
explaining the medical model can then empower their clients with this knowledge.   
Elizabeth sees her role as conveying what happens in a hospital birth versus a woman’s 
knowledge of birth from her ‘home’ country.  She explains her role in this ‘education’ as 
that kind of preparation for what is childbirth like and what happens at the same 
time as you’re trying to deal with this is what happens in a hospital kind of thing, 
so both of those at once, but in a different kind of way than I imagine your 
traditional paid doula has to do it (Interview 6/26/15).   
In this explanation, Elizabeth differentiates her role as a Birth Sister from ‘traditional 
doulas’ in explaining the extent to which she provides education about hospital birth as 
well as cultural knowledge about birth in the US in general.   
Savannah also speaks about how she is culturally ‘in sync’ with her clients and 
how she confronts them honestly about their preconceptions about birth.  The issues 
Savannah addresses with her clients are products of the structural constraints faced by 
low income minority women in Boston. She explains how she tries to encourage them to 
think about the baby’s health when they ask her questions about smoking, or foods to eat.  
She expresses empathy with their situations when she explains to me  
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I realize with some of these moms have [that] issue because they are dealing with 
stress […] they are just coping whether its with life, the neighborhood [they] live 
in, how low income [they] are how [they can’t even buy a bag of chips maybe 
from day to day. That’s stressful (Interview 7/3/15) 
Savannah passionately explains that “I have to [be] really really real with them, otherwise 
they reject you because if you feel generic or they’ll chalk you to just being the provider 
or whatever” (Interview).  Like Elizabeth who sees the Birth Sisters separate from 
traditional doulas, Savannah emphasizes the importance of distinguishing herself from 
the role of provider—the implication is that the Birth Sister is more trusted by the client 
or that she is better situated to provide the client with the information because she is seen 
as part of the client’s network.  Lundgren’s participants also echoed the importance of 
this sense of trust— “a relationship built of security and trust could strengthen the 
woman’s self-esteem” (20002:159).  Birth Sisters foster this sense of trust and security 
because they represent a ‘real-life’ network built their intimate knowledge of the 
structural constraints that the client faces.  This intimate knowledge often stands in 
opposition to the institution or providers who are often more isolated from the lived 
experience of these daily realities.  
 
Lasting Relationships 
  Although the role of support and its positive impact on outcomes is well 
documented, the relationship that Birth Sister describe goes beyond simply the role of a 
support person.  They have community connection and many even develop a ‘family 
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connection’.  In my interviews, at monthly meeting, during informal conversations, as 
well as in my own work, the Birth Sisters overwhelmingly emphasize the family 
connections patients develop with them.  Naima tells me the most important thing we do 
for our patients is to “help her like we are family” (interview 7/27/15).  Frequently after a 
birth, the patient and her partner will ask that I be in the picture with them and the new 
baby, creating a lasting record of our relationship.  Patients often refer to Birth Sisters 
with a sense of possession —‘my Birth Sister’.  Lena describes this connection when 
talking about running into a patient: 
if they [have the baby] in a stroller, grocery line they are like ‘she’s your Birth 
Sister’. You know sometimes you see them in the Facebook and you like I 
remember that, you are 5 years old. because you were the Birth Sister. So it gives 
you the Goosebumps (Interview 6/23/15). 
 
Lisa, who has many teen patients, spoke fondly about the relationship she develops with 
them: 
I talk with them, showing them and they get very thankful and happy. Some of 
them I still have on Facebook, so, I stay in contact. So, the friendship never died, 
so, it’s always there (Interview 7/19/15). 
 
In my fieldwork I encountered this intimacy often both during formal and informal 
conversations with Birth Sisters as well as in my own relationships with clients.  I receive 
holiday cards, phone calls, texts and emails from clients.  Like my clients, I feel that my 
relationship with R. ‘will always be there’.  I have lost contact with her over the years but 
last summer I ran into her shortly after my youngest son’s sixteenth birthday.  We hugged 
and briefly updated each other on the past decade; a deep connection still exists even 
though we seldom have contact. 
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One beautiful sunny spring morning I was rushing from a patient meeting at BMC 
to class and I heard a woman’s voice “that is Mommy’s Birth Sister’.  I turned to see a 
patient, Margaret, who I supported during her second birth— a VBAC-— more than one 
year earlier.  I stopped and walked over to her.  She embraced me and proudly showed 
me her son whose birth I attended.  He had two small teeth now and was smiling at me.  
In a mother’s voice, Margaret told her son “mommy could not have gotten you here 
without MY Birth Sister”.  Margaret was smiling, energetic and had a sense of 
confidence on this morning.  She was originally referred to the program for anxiety, fear 
and a history of postpartum depression.  When I first met her prenatally with her second 
son, she was anxious about leaving her older son and felt socially isolated.  She was also 
very anxious about giving birth and about having a second C-section.  She had a very 
difficult recovery with her first birth.   We discussed her anxieties about birth and how 
she could access some social support.  By our second meeting, she had decided she could 
leave her son with a friend so her partner could attend the birth with her.  
When she went into labor, I met her at triage.  I found her experiencing intense 
anxiety.  The resident was mentally preparing her for a C-section, telling her the baby 
seemed big and a natural labor would be difficult.  I knew she was committed to VBAC 
and I believed in her.  We sat and did breath work, she calmed and we walked the halls.  
During this early labor period, I encouraged her to walk and spend time in the tub.  This 
was an example of a labor where I experienced conflict with a new Labor and Delivery 
nurse who was anxious to have the patient take the epidural.  Exhausted at seven 
centimeters, she did take the epidural but we continued to move her in the bed and she 
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delivered her son by successful VBAC.  When the resident who told her she would likely 
have a C-Section came to visit her in her delivery room, Margaret exclaimed “I did it.  
You didn’t think I could but I DID!!!” (Field notes).   
I do not have a quantitative way to measure the impact of my support, but 
Margaret left her birth experience with a newfound confidence that I felt she carried with 
her even one year later.  Like running into a relative you see infrequently, she updated me 
on her family members whom I had also met: her mother’s diabetes, her grandfather’s 
death and her older son’s milestones.  After a few minutes, we parted with a hug and kiss.  
I do not know if we will see each other again, but if we do, I know that it will be a similar 
exchange. Birth Sisters become ‘part of the family’ by sharing one of the most intimate 
moments in a woman’s life.  This increased sense of empowerment and confidence is 
highlighted throughout my fieldwork and in conversations with Birth Sisters.  In these 
ethnographic moments, I see the place where the work of the Birth Sisters addresses the 
structural vulnerabilities in the lives of many of clients.  By addressing micro-level 
structural issues like social isolation and lack of agency in the medicalized birth 
environment, women feel empowered and like Margaret embody improved psychosocial 
outcomes. 
 This chapter explored how the Birth Sisters have attenuated the structural forces 
affecting birth outcomes and women’s experiences with birth at BMC since the program 
began in 1999.  Founded to address the health disparities among African-American 
women and women facing the worst outcomes in Boston, the program responded to 
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changing demographics to better serve the needs of a diverse mix of socially ‘at risk’ 
women and families.  Unfortunately, the changing economic environment forced BMC to 
reduce the size of the program limiting the current number of women it can serve and the 
extent of the services that Birth Sisters provide.  The data presented in this chapter and 
throughout this thesis exposes the benefit and utility of the Birth Sister program. 
Providers and Birth Sisters repeatedly told me during my fieldwork how important the 
Birth Sister program is to the women we serve.  Recent research into the health benefits 
of doula style support suggests the importance of implementing a program where all 
women who desired this support would receive it.  Drawing on the work of Scheper-
Hughes and Lock (1987), the Birth Sisters are an example of providing care on a micro-
level, addressing the individual needs of their client as they navigate a medicalized birth 
environment.  Additionally, Birth Sisters intimate knowledge of the power and controls 
present within the lives of their clients, make this model positioned to create change on a 
macro-level by empowering women as they cross through the liminal space and embark 
on motherhood.  
 
 
 
 
 
 
 
 
 
	  	   157 
Chapter Seven 
Conclusion 
 
“I’ve learned that people will forget what you said, people will forget what you did, but 
people will never forget how you made them feel”. ~ Maya Angelou 
 
In the Field 
My fieldwork details the areas where Birth Sisters act as a mitigating force to 
bridge the structural, biocultural and cultural aspects that intersect in birth in one urban 
hospital.  I further explore relationships as a way to understand the Mindful body in the 
context of hospital birth in one urban New England hospital. Through ethnographic 
moments that expose the conceptions of the body and birth, we follow Birth Sisters as 
they navigate this rite of passage with laboring women.  In moments of silence and 
unspoken connection during labor with women who I barely knew, I wondered ‘what is 
the connection and how is it contributing to the increase in empowerment and personal 
growth I witnessed as we sat at this borderland?’  
I began my fieldwork by exploring my question of how are Birth Sisters making a 
difference in the birth experience and the lives of the women we serve?  From 
conversations during monthly Birth Sister meetings and the first births I attended, it was 
clear that the women we work with experience positive psychosocial and physical 
benefits.  Birth Sisters told stories of helping women navigate housing offices, 
immigration hearings, Department of Children and Families and getting connected to 
social services. Birth Sisters arrive at Labor & Delivery as a trusted companion because 
they have established a relationship with their clients.  In my own observations and in 
conversations with Birth Sisters, it is common that when we arrive at a labor, our client 
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may not be coping well and is asking for the epidural or are thinking about getting it even 
if they had expressed not wanting it prenatally.  By talking with the woman one to one 
and just focusing on her, we are often able to bring her back to the present moment and 
delay a medical intervention.   
Birth Sisters talk about fear they see in their clients.   For some clients, there are 
language and cultural issues — it may be the first time they are experiencing a U.S. 
healthcare system. For others, there may be deep distrust of the hospital system that 
includes social workers and mandatory reporters, people who have control over their 
lives (Field notes, monthly meetings 2015).  For some members of the community, there 
is a lingering distrust of a medical system that treated people differently based on race 
and socioeconomic factors.  Savannah explained that even though BMC has midwives 
and “is more open” [to less interventions], many of her clients “feel that certain things 
[unmedicated birth] aren’t for them” because “back in the day they [medical 
professionals] didn’t let us” (Interview 7/3/15).   This distrust echoes Bridges’ analysis of 
the ‘racial othering’ that occurred at Alpha (2011).   
As Chapter Five highlights, the Birth Sister is an advocate for what her client 
needs and shares her social capital with her client. For example, Savannah works with her 
patients to provide education and information to empower themselves about birth choices 
(Interview July 2016).  The midwives in Lundgren’s study also discussed how many 
women hold the “attitude in society that says that you should leave all the responsibility 
to the professionals” (2002:159).  During my fieldwork, providers discussed how Birth 
Sisters operate on a bi-directional level bringing both the culture and understanding of the 
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patient to them as well as bringing the hospital culture and policies to the patient in a 
meaningful way.  This bi-directional knowledge sharing works on a micro-level allowing 
for a horizontal transfer of information between the Birth Sister and her client or a 
provider.  Additionally, it is operationalized on a more macro-level transmitting 
knowledge vertically between patient and provider.   
I collected an extensive array of information from in depth interviews, field notes, 
birth reports, informal encounters and monthly Birth Sister meetings.  Returning often to 
my notes, transcriptions of interviews and audio recordings, I continually learned more 
about my informants and the complexities of their work.  Completing autoethnographic 
and ethnographic research, I found myself in the midst of a complex narrative 
development.  Throughout my fieldwork, I recognized I kept returning to a narrative of 
repair—my own and my clients as well as other Birth Sisters. Savannah finds comfort 
and healing from her own traumatic birth experiences each time she attends a birth.   
Women who surprise themselves and give birth without interventions despite intense 
prenatal fears, or women who achieve a VBAC each emerge from birth with a narrative 
of empowerment and a sense of strength.  When I asked Birth Sisters to describe their 
most positive birth experiences as a Birth Sister, they describe shared narratives that told 
a story of births that center around avoiding a C-section, women having the birth they 
envisioned  and a ‘happy mother’.  In these narratives, the support of the Birth Sister 
through patience, a position change, a touch, refocusing, or listening are at the center of 
the experience.  
 As a program, Birth Sisters was also designed to employee women from the 
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community who lack resources and access to otherwise work in healthcare.  As I 
discussed throughout this thesis, many of the Birth Sisters, like their clients, have 
experienced structural constraints that could limit their healthcare and professional 
choices.  Birth Sisters shared with me how ‘proud’ they are to work at BMC and how 
they hope the ‘program will last forever’ and how they would not want to work anywhere 
else. Several of the Birth Sisters I interviewed have been part of the program since its 
inception. The relationships that Birth Sisters build with providers lends to their deep 
commitment to the program.   Both physicians and labor and delivery nurses shared with 
me how important the Birth Sisters are to the care that BMC offers its patients.  This 
recognition is unique in much of the doula literature and even in my own experience.  
During my Fieldwork, I had the opportunity to attend births at other Boston hospitals as a 
private doula.  These hospitals do not have a hospital-based doula program. The 
interactions with providers that I experienced were much different and made it much 
more difficult for me to provide the care I felt my client needed.  
 
Culture and the Cascade of Interventions 
The majority of women in the US give birth in the hospital.  BMC administrators 
and its providers recognize the importance of bridging the gap between culture of the 
hospital and the culture of individual women.  As a result of this recognition, Birth 
Sisters are provided as that bridge to women identified as ‘at risk’11 including recent 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  11	  Bridges’ work complicates the use of ‘at risk’ as discussed above (2011).  
Additionally, Pamela Erickson explores the complexities in creating well-intentioned 
programs for ‘particular’ populations.  She documents these challenges on socio-cultural,	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immigrants, low-SES, medical complications, socially isolated or identified psychosocial 
issues.  This study revealed an intersection of these biocultural and structural factors and 
exposes places where there is not always a consensus between providers, patients and 
Birth Sisters. During these moments when there is lack of connection or consensus, Birth 
Sisters can act as a mediating force as both insider and outsider.  Unfortunately, most 
women, regardless of their ‘at risk’ status are not assigned a Birth Sister due to funding 
constraints.  For these women, there remains the possibility that they will experience 
interventions and relationships with providers in a way similar to the women in Bridges’ 
work who are ‘racially’ or ‘culturally’ othered (2011).  I have had clients who have had 
previous births without a Birth Sister tell me that having a Birth Sister changed the whole 
experience for them (Field notes). 
Chapter Two presents the rise of medicalization of the childbirth process in the 
United States and the various theories centered around the obstetric dilemma and pelvic 
morphology as an explanation for why modern human birth is complicated.  The majority 
of women now require assistance at birth.  Until the 1900s in the US women mostly gave 
birth at home with midwives and female companions (Wertz 1977).  With medicalization, 
birth became a solitary event for women in an unfamiliar environment.  This 
medicalization further led to increased interventions, now referred to as a ‘cascade of 
interventions’.  These interventions often require women to be confined to bed so that 
they and their fetus can be monitored.  The birth space becomes one filled with the 
machines and sounds of modern technology.  (Field notes; Davis-Floyd 1997; Martin 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
structural and individual levels which highlights the problematic use of ‘at risk’ as way of 
constructing interventions (1998).   
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2001).  
New Biocultural Synthesis defined by Goodman and Leatherman provides an 
understanding of how the structural factors interact with patient experience. On an 
institutional level, providers are constrained by policies and economics.  There are time 
limits on length of labors, time frames for when interventions can take place, reduced 
staffing which limits one on one support from provider and nursing staff (Field notes; 
Sauls 2006; Bergman 2013; DeClercq 2014; Hodnett 2012).  Women arrive at labor and 
delivery with their own narrative and cultural understanding of how birth will precede.  
Much like Courtney Everson’s recent research, my study exposes how the political 
economy of BMC and in the lives individual women who give birth at BMC interacts 
with biocultural factors creating competing narratives.  Birth Sisters sit at this 
intersection.  Their narratives tell the stories of how Birth Sisters mediate their clients 
relationships with the hospital to slow the institutional time frames that lead to 
interventions, of understanding how their clients’ lack of resources impacts their choices 
and their interactions in the hospital, as well as the change in empowerment and agency 
their clients exhibit after their birth experience.  
 
Looking Ahead 
As Kate told me in our conversation, the motivation behind founding the Birth 
Sister program was to address the disparities in outcomes among Black and White infant 
mortality rate and the “differences between women of means and women not of 
means…when so much of those outcomes seem to be resulting from social determinants 
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and not necessarily obstetric and medical ones” (Interview July 2015).  My fieldwork 
revealed a perception by providers that Birth Sisters should be prioritized to work with 
patients who do not speak English.  They emphasized the importance of the role of 
‘cultural translator’, ‘translator’, ‘translating’ and ‘interpreter’ that Birth Sisters play for 
their non-English speaking clients.  Birth Sisters are not trained as medical interpreters 
and do not officially act as interpreters.  The non-English speaking population Birth 
Sisters serve is predominately low-SES, and at least among Latina women face worse 
outcomes than White women in Boston.   However, their outcomes are still better than or 
similar to Black women in Boston.  While beyond the scope of this study, this perception 
that non-English speaking women have a greater need for a Birth Sister raises an 
important question.  Interviewing more providers and Birth Sisters about this perception 
could provide information about healthcare disparities in Boston.     
Birth Sisters told me that sometimes when they contact African-American 
patients, the women deny the service or do not respond to them (Savannah and 
Wednesday Interviews).  Savannah sees this as a ‘cultural thing’. She explained that 
many women she contacts report that they already have someone who will attend birth 
with them and do not feel like they need the extra support (Interview and Field notes).  
My findings indicate that it could be useful to refocus on reaching out to African-
American women and determining why they remain outside a program created, at least in 
part, for them.12  In an article in the Boston Globe, Maria Sacchetti reported that 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
12 Bridges (2011) and Erikson (1998) provide further analysis of specific programs for 
women determined by a healthcare system to be ‘at risk’. 
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immigration from Africa has increased in Massachusetts in the past decade (2014).  
African immigrants now make up one-third of all Black in Massachusetts compared to 
only nine percent nationwide (Sacchetti 2014).  Further, the majority of Black babies 
born in Massachusetts between 2008 and 2014 have a immigrant mother (Sacchetti 
2014).  This is an important development to consider given research discussed in Chapter 
Six that U.S.-born Black girls whose mothers immigrated to the U.S. gave birth to babies 
of lower birthweight than themselves.   
Much of the doula literature highlights work done within one particular 
community but Birth Sisters work with women from all over the world— ‘BMC is like 
the UN’— as Dr. Henri told me.  This is program is unique in illustrating that continuous 
labor support is beneficial for women from a variety of backgrounds. Birth Sisters as 
employees of the hospital provide an example for how this model can be implemented in 
multiple settings to produce positive outcomes.  Much of the doula research has been 
with doulas working privately, either volunteer or paid by the client directly.  Previous 
studies looking at quantitative results of C-section rates, epidural usage, induction, 
reduced fear and anxiety and breastfeeding rates report positive outcome measure for 
women with continuous labor support (Hodnett 2012; DeClercq 2014; Mottl-Santiago 
2008; Newton et al 2009; Hofmeyr 1991; Langer et al. 1998).   Like recent work on 
programs providing interpreter doulas (Maher 2012; Kang 2014; LaMansuco 2015), my 
study indicates the positive benefits of having continuous labor support with a person of 
similar cultural background who speaks the same language.  However, Birth Sisters differ 
from the doula/interpreters in these studies because they develop relationships with their 
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clients beyond the birth and do not act as medical interpreters.  Additionally, Birth Sisters 
are trained as birth support and maintain the focus on the experience of the mother. 
The Birth Sisters serve a particular community of women but it is a program that 
could be implemented in various other settings.  There are two other hospital-based 
programs in the Boston area with similar models; however, they work with 
predominately non-English speaking women.  Traditionally BMC served as the safety net 
hospital in Boston and much of the demographic was from traditionally underserved 
communities.  After healthcare reform, more of the hospitals in Boston have patients 
from these communities and these women would still benefit from a program like the 
Birth Sisters in these other hospital setting (Field notes).   
This thesis details the ways in which Birth Sisters build a relationship with their 
client that helps these women to navigate hospital birth and achieve better outcomes for 
themselves and their infants.  Providers also shared how they view their interactions with 
Birth Sisters and how they view the Birth Sisters’ role on the birth team.  Cheyney, 
Everson and Burcher explored attitudes around homebirth transfers to hospital settings in 
the U.S. as a way of highlighting expectations and attitudes among hospital based 
providers and homebirth midwives (2014).  They found that a lack of mutual respect and 
communication hinders continuous and integrated care across maternity systems (2014).  
Birth Sisters and providers at BMC report for the most part a shared model of mutual 
respect.  Birth Sister narratives expose areas where there is frustration but these narratives 
also highlight an alternative model when homebirth is not available.  Birth Sisters 
generally did not speak about macro-level changes they would like to see implemented.  
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They would like for the program to have increased funding and they would like more 
work but their narratives are about providing support to one woman at a time, addressing 
her individual needs to attain the best possible outcomes in this setting. 
My fieldwork also raised questions for future work in terms biocultural, cultural 
and structural aspects.  I noticed during my fieldwork in the hospital that many providers 
speak about epidural in terms of when not if, a patient will choose to have one.  Many 
providers also continually offer epidurals or other pain medication to women to help 
them ‘get rest’ and remind them that they do have to ‘suffer’.  An observational study of 
the birth space focused on language used around interventions especially epidurals could 
provide important information.   This information could inform the influence of this 
language and provide education to providers on that influence.   
An observational study of the way movement and position change is suggested 
and used while recording quantitative measurements could provide information about the 
relationship between movement and interventions including epidurals. From my 
observations, when women were less restricted in their movement, their births proceed 
more naturally. In my fieldwork, I experienced positive results when women moved 
longer before an intervention or when they changed position in the bed even after an 
epidural.  There have been studies on the benefits of movement in labor (Zwelling 2010 ; 
Simkin and O’Hara 2002) but a study of movement with the support of Birth Sister could 
provide information that could potentially lead to less epidural usage. 
Dr. Paul spoke about the role Birth Sisters can play on influencing longer term 
health issues addressing the needs of our specific population on BMC.   
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Kirsten: […]Do you think that Birth Sisters provide, kind of an alternative to this 
progression towards increased C-sections and sicker patients? 
Dr. Paul: uh, I don’t know that Birth Sisters will be able to change the way certain 
risk factors affect certain outcomes.  For instance, hypertension, they are not 
going to be able to affect that or obesity or the fact the patient smokes and the 
placenta doesn’t work.  [….] 
Kirsten: […] Do you think having access to a Birth Sister earlier would make a 
difference for some of the risk factors? 
Dr. Paul: you would think so, you would think so. I mean, I do not think there is 
any data on it but I can’t believe that it would not help the experience. 
 
Later in our interview, he also told me that “I don’t think you are going to make a 
hypertensive, non-hypertensive, sorry” and that he felt the “way they [Birth Sisters] are 
structured now you [Birth Sisters] really can have a huge effect on the sociocultural stuff 
that is going on” (Interview May 2015).  Kozhimannil et al. conducted a retrospective 
secondary data analysis study to evaluate cost effectiveness of doula care among 
Medicaid funded births (2016).  In addition to finding that doula attended births are “cost 
saving and cost-effective” for state Medicaid programs, they also found that “women 
with prenatal doula care model show preterm risk reduction” (6).  This is the first time a 
study has established this connection between doula support and lowered preterm birth 
risk (6).  Further research may prove that doulas can actually impact medical risks in 
addition to the sociocultural risks that Dr. Paul identifies.   
The providers and Birth Sisters I interviewed all ask for more Birth Sisters in 
response to my question about how BMC can improve the program.  Some suggest that 
Birth Sisters begin working with women earlier in their pregnancies and everyone I spoke 
with would like them to arrive earlier in the labor. Dr. Copeland enthusiastically 
suggested the program could be “funded permanently, right and have more [Birth 
Sisters]” (Interview). When the program had more funding there were also Birth Sisters 
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available to ‘call in’ so that a provider could call the Birth Sister office and request a 
Birth Sister for a patient who may have arrived at Labor and Delivery with particular 
needs that could be served by a Birth Sister.  Unfortunately, this service is no longer 
generally available.  Some of the providers expressed the desire to have this service 
reinstated.  Continuing economic constraints faced by the program and the hospital limit 
access to Birth Sister attended births.  
One way to address the budgetary considerations that institutions like BMC face, 
and to allow programs like Birth Sisters to continue to grow, is having Medicaid and 
insurers provide reimbursement.  Doula reimbursement has been implemented in 
Minnesota and Oregon (Kozhimannil et al: 2013) and there are movements in other states 
including Massachusetts to move towards this type of reimbursement.  Current research 
focuses on how doula support during the perinatal period improves maternal and fetal 
outcomes and provides suggestions for how to implement reimbursement payments for 
doula care.  In an issue brief, Childbirth Connection (2016) details how federal and state 
programs could be implemented that would provide prenatal, labor and postpartum 
support for pregnant women and reimbursement for Birth Sisters and Doulas.   The key 
recommendations put forth in this brief include a proposal that “Congress should 
designate birth doula services as a mandated Medicaid benefit for pregnant women based 
on evidence that doula support is a cost-effective strategy to improve birth outcomes of 
women and babies and reduce health disparities with no known harms” (Childbirth 
Connection 2016: 2).  This provision is possible under the Centers for Medicare and 
Medicaid Services (CMS) recent Preventive Services Rule (42 CFR §440.130(c) which 
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allows Medicaid programs to reimburse “preventive services provided by non-licensed 
service providers” (Childbirth Connection 2016: 2).  The Birth Sisters could fall under 
this category of providers.    
In a recent article in the New England Journal of medicine, Dawn Alley et al. 
review the role of “upstream social and economic determinants of health”. (2016:8).  The 
focus of the article is on Accountable Health Communities which are funded through 
CMS and hope to create a system of screening form “health related social needs— 
including but not limited to housing needs (e.g. homelessness, poor housing quality, 
inability to pay mortgage or rent), food insecurity, utility needs (e.g. difficulty paying 
utility bills), and interpersonal safety”(Alley 2016:10).  The plan is to build community 
capacity to “address the needs of a geographically defined population of beneficiaries” 
(10). In her work, Lederman has shown the importance of community health workers on 
the positive impact of pregnancy outcomes.  During my fieldwork, I attended local 
meetings of community health workers and administrators who are working on a program 
to provide doulas as community health workers and for a way that the services would be 
reimbursed.  Providers also mentioned that Birth Sisters could play a ‘navigator’ role, a 
role currently played by non-medical staff in the hospital.  Birth Sisters do not function in 
the exact ways as a patient navigator or a community health worker, however, there is an 
overwhelming acknowledgement of the importance of the program and a commitment to 
ensuring that is remains an available service to our patients. 
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Final Thoughts  
The results of this study lead to an overall conclusion that Birth Sisters reduce 
stress of the laboring woman through a mediation of the interaction of physiological, 
emotional and structural stressors present in labor and delivery.  This support lowers 
stress and anxiety levels of laboring women by providing continuous support, including 
but not limited to language and culture translation as well as physical and emotional 
support.  Additionally, results indicate that the Birth Sisters provide invaluable help and 
support to the medical staff providing care to women during labor.  All of these results 
taken together indicate more positive outcomes in the lived experiences of the patients 
who receive Birth Sister assistance.  
As an ethnographer and a Birth Sister, I see a narrative that puts laboring woman 
at the center. Through examining this narrative, I answered my question about the forces 
acting to make hospital birth difficult and how the Birth Sisters mitigate those factors.  
Scheper-Hughes and Lock conclude that  
sickness is not just an isolated event, nor an unfortunate brush with nature.  It is a 
form of communication- the language of the organs- through which nature, 
society and culture speak simultaneously.  The individual body should be seen 
most immediate, the proximate terrain where social truths and social 
contradictions are played out as well as a locus of personal and social resistance, 
creativity and struggle.  (1987:31)  
 
Birth, like illness, is not an isolated event— it involves the intersection of the narratives 
of the laboring woman, the institution and the provider.  How this intersection is 
navigated contributes to how women experience the rite of passage to motherhood.    
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